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Abstract
Despite extant literature describing the consequences of negative behaviors
including adverse patient outcomes, decreased employee satisfaction, reduced employee
retention, decreased productivity, increased absenteeism, and decreased engagement the
majority of the available research utilizes homogenous groups such as nursing to study
these phenomena. Healthcare is provided within the inpatient environment by a cadre of
professionals collaborating to deliver care aligned with the Institute of Medicine’s triple
aim of improving patient experience, improving overall health, and reducing costs.
This dissertation examines instruments which measure negative behaviors among
healthcare workers, their psychometric properties, and feasibility of their administration.
Both, an exploratory and confirmatory factor analysis were undertaken of the Negative
Behaviors in Healthcare Survey with two study samples. Results are reported from an
initial study using two cross-sectional administrations of the NBHC Survey, prior and
subsequent to a Professionalism Taskforce intervention at an academic medical center in
the south eastern United States. The final study examines the presence of negative
behaviors across a North Carolina healthcare system, and the relationship of these
behaviors with patient safety culture and publicly reported mortality measures.
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Introduction
Negative behaviors displayed by healthcare workers undermine a culture of safety within
hospitals. Evidence suggests these behaviors are associated with negative patient outcomes,
reductions in employee satisfaction, workforce retention, productivity, and employee
engagement while increasing absenteeism (1-3). The American Nurses Association (ANA), and
the American College of Healthcare Executives (ACHE) recognize the harmful consequences of
these behaviors for patients and healthcare workers, and have endorsed zero tolerance policies
(4). These policy advances prompted The Joint Commission to require that organizations have a
code of conduct defining disruptive behaviors and defined processes for managing these
behaviors due to the negative impact on patient safety and quality (3). Psychological and
emotional consequences of these behaviors, including decreased self-esteem, decreased passion
for the profession, depression, self- hatred, and feelings of powerlessness, are well documented
(5-7). Additionally, negative behaviors in the healthcare work environment jeopardize patient
safety, contributing to increased medication errors (1, 8), delays in treatment (1, 8), increased
patient falls (1, 8), and increased mortality (9-13).
Exposure to negative behaviors decreases job motivation and energy levels; and
diminishes relationships with managers, peers, and patients (14). Behaviors that undermine a
culture of safety adversely influence turnover rates, job satisfaction, productivity, and
absenteeism (13). Although the economic burden of nursing turnover varies by organization, a
recent study reported a range of $22,000-$64,000 per nurse (15). Other less evident economic
burdens incurred by organizations include the costs for adverse events, which can range from $
2,000 to $49,000 per event (16); malpractice fines range from $25,000 to $100,000 per episode

8
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(16); and extended length of stay that result in excess resource consumption lead to rising costs
of healthcare without additional reimbursement for provided care (16).
Defining Negative Behaviors
Negative behaviors encompasses the continuum of less active, less intentional forms such
as incivility to more active, more intentional forms such as physical violence (17, 18). Many
terms exist within the literature to describe negative behaviors, including workplace bullying,
violence, aggression, abuse, hostility, sabotage, and incivility. Primary characteristics defining
the distinction between terms include frequency of behavior, and intentionality (19-21). Another
defining characteristic includes whether the behavior is described directionally such as lateral,
horizontal or vertical. The terms lateral or horizontal describe peer-to-peer incidents and vertical
describes incidents between leader and employee, which may occur bi-directionally, most
commonly from leader to employee but at times from employee to leader.
Defining Patient Safety Culture and Patient Safety Indicators
Safety culture is defined by the Agency for Healthcare Research and Quality (AHRQ)
(22) as organizational commitment to health and safety management demonstrated by individual
and group values, attitudes, perceptions, competencies, and patterns of behavior. Patient Safety
Culture is measured within this dissertation study utilizing the AHRQ Hospital Survey on Patient
Safety Culture (HSOPSC). Patient Safety Indicators (PSIs) are metrics developed by AHRQ
utilizing administrative coded data traditionally available within a discharge record to aid
hospitals in the identification of potential adverse events including complications following
surgery or other procedures and childbirth (23). This dissertation study includes two specific
PSIs both related to inpatient mortality (PSI 2 Death Rate in Low Mortality Diagnostic Related
Groups, PSI 4 Death Rate among Surgical Inpatients with Serious Treatable Conditions).

9
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Theoretical Framework
Dulebohn, Bommer (24)The Leader Member Exchange Antecedents and Consequences
Theoretical Framework (LMX, see Figure 1) was the primary framework for this dissertation
work. Dulebohn, Bommer (24) theorize the complex relationship between factors influencing
interpersonal interactions among members of the interprofessional team, which provides a lens
for healthcare leaders to adequately assess and understand behaviors that undermine a culture of
safety. Three foundational principles of LMX include 1) leaders have ever-changing
relationships with followers, 2) leaders’ interactions vary with followers, which in turn
influences the relationships, and 3) leaders develop unique relationships with followers (24).
This framework organizes LMX relationships into four antecedents including follower
characteristics, leader characteristics, interpersonal relationships, and contextual variables, and
defines outcomes as consequences.
Graen and Schiemann (25) define the leader as the person responsible for (a) providing
leadership to direct reports and peers, (b) performing technical administration of the
organizational mission, (c) developing occasions for teams to achieve excellence, (d)
incentivizing and inspiring teams to create and maintain relationships, and (e) recognizing
success (24, 26). Leader characteristics are personality traits, behaviors, and perceptions
continuously displayed by the leader and measured by the follower within the leader-member
exchange relationship (24, 26). Interpersonal relationships are defined as variables influencing
the relationship between the leader and member such as, trust and perceived similarity (24, 26).
Follower characteristics include specific personality traits or behaviors as well as the locus of
control and are regularly evaluated by the leader while Contextual variables include
environmental influences, such as work setting or cultural considerations (24). Consequences

10
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within this model include both positive and negative outcomes resulting from the leader member
exchange such as job satisfaction, organizational commitment, empowerment and engagement
(24, 26).
Innovation
There are five specific innovations within this study. First, the study setting is in an
academic health system that includes eight hospitals in the United States. A large portion of
existing work within the field has occurred outside of the United States, thus adding to the
innovation of the proposed study setting. A secondary innovation for this study includes the
diverse sample of proposed participants. In lieu of a homogenous sample within a single
discipline, this study aimed to include a diverse sample of healthcare workers, as many of the
published studies measuring negative behaviors include only a single discipline.
Third, the Negative Behaviors in Healthcare Survey (NBHC) instrument is an innovative
instrument designed to measure negative behaviors among the interprofessional team including
contributing factors, experiences with aggression, fear of retaliation, seriousness and use of
negative behaviors. To date no available studies have examined the fear of retaliation or the
seriousness of negative behaviors, additionally this instrument was developed to administer to
the interprofessional team. Moreover, only two instruments have measured negative behaviors
among interprofessional healthcare teams (27, 28). Finally, the majority of existing instruments
measure negative behaviors designed for nurses (20, 21, 29-40).
The fourth innovation includes the specific aim to understand the relationship between
negative behaviors among healthcare workers and mortality outcomes measured by AHRQ PSIs.
Evidence supports that negative behaviors increase the risk for poor patient outcomes, a link to
AHRQ PSIs has yet to be published. The fifth innovation is the evaluation of

11
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specific aspects of a culture of safety within a healthcare system in the context of negative
behaviors. Results from this study could inform additional research aimed at understanding the
relationship between social determinants of health for healthcare workers and negative
behaviors.
Specific Aims
This dissertation examines measuring negative behaviors within the acute healthcare
environment, and the influence of negative behaviors on patient safety culture and mortality
outcomes consisting of four manuscripts 1) an integrative review comparing the psychometric
properties of instruments measuring negative behaviors displayed among healthcare workers 2) a
psychometric analysis of the NBHC, 3) results of the initial study utilizing the NBHC, and 4) an
analysis of presence of negative behaviors among the interprofessional team and the influence of
these behaviors on patient safety culture and mortality outcomes.
Aim 1: Synthesize existing instruments measuring negative behaviors in the acute care
hospital environment.
The first manuscript is an extensive integrative review assessing psychometric properties
and feasibility of administration among available instruments measuring negative behaviors
within acute care hospitals. Findings from this review identified common factors measured
including measuring relationships, external demands such as workload, along with response of
leadership to the measured behavior. Moreover, four common concepts were identified among
reviewed instruments including measurement of frequency, severity, quantity, and sources of the
behaviors. Key findings from this review included the need for researchers to utilize available
validated instruments measuring these behaviors in lieu of creating additional instruments.
Refinement of existing instruments allows

12
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researchers to shift their focus to development and testing of effective interventions to mitigate
negative behaviors thus leading to improvement of the work environment, decreased financial
burden for hospitals and patients, and improved patient outcomes.
Aim 2: Describe the psychometric properties of a new instrument to measure negative
behaviors among the interprofessional team within the acute hospital environment.
The second manuscript reports instrument development and psychometric analysis of the
NBHC. Exploratory and confirmatory factor analyses revealed the NBHC instrument is a valid
reliable instrument to assess negative behaviors among interprofessional healthcare team
members. The NBHC is the only available instrument currently which measures frequency of
experiencing and utilizing negative behaviors adding to a select few available instruments
measuring negative behavior among interprofessional healthcare workers. The third manuscript
describes initial results from the formative quantitative study utilizing the NBHC which was
utilized to conduct the psychometric analysis described within manuscript two. Moreover, this
manuscript describes a Professionalism Taskforce intervention which was included as part of the
formative quantitative study.
Aim 3: Determine the association of negative behaviors among the interprofessional team
with patient safety culture and AHRQ patient safety indicators related to mortality. The final
manuscript reports findings from descriptive correlational cross-sectional study evaluating the
presence of negative behaviors across a healthcare system, and examining the relationship
between negative behaviors and two AHRQ PSIs related to mortality.
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Manuscript 1: Comprehensive Review
This paper has been submitted for review to the Journal of Nursing Measurement.
Layne, D., Nemeth, L., Mueller, M. (2018). Negative behavior in healthcare: Integrative
review of instruments.
Negative Behavior in Healthcare: Integrative Review of Instruments
Abstract
Aim: The purpose of this integrative review is to evaluate reported psychometrics,
feasibility and identify commonalities among available instruments measuring negative
behaviors among healthcare professionals.
Background: Behaviors that undermine a culture of safety pose a serious threat to the
overall wellbeing of healthcare workers as well as to patient outcomes.
Design: Whittemore and Knafl’s integrative review methods were used to analyze
pertinent instruments designed to measure negative behaviors among healthcare
professionals. Multiple computerized databases including CINHAL, MEDLINE, and
Scopus databases were searched in the fall of 2017 without date restrictions.
Results: Violence, incivility and bullying are the most frequently measured behaviors in
healthcare workers, and a robust number of valid and reliable instruments are available.
Conclusions: To date a comprehensive review of psychometric properties and feasibility
of administration is lacking. This review synthesizes the instruments measuring these
behaviors, providing a resource for future research focused on mitigation and intervention
strategies.
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Introduction
A majority of clinical providers, as much as 85%, report experiencing disturbing
behaviors from co-workers (Maxfield, Grenny, Lavandero, and Groah (2010). These
behaviors can undermine a culture of safety, which exists when employees share a
common set of attitudes, norms, and beliefs that place safety as the crux of the employee
belief system, and are supported by multidisciplinary collaboration regardless of title or
authority (Verbakel, Langelaan, Verheij, & et al., 2016). A key behavioral trait of a safety
culture includes employees’ willingness to report errors and near-miss events without
fear of reprisal or culpability (Verbakel et al., 2016). Disruptive or intimidating behaviors
adversely influence the quality and safety of patient care, (Joint Commission,
2008)threaten patient safety, patient satisfaction, and negatively affect staff retention,
productivity, attendance, and engagement, while eroding the foundation of health care
delivery system (Roche, Diers, Duffield, & Catling-Paull, 2010; Walrath, Dang, &
Nyberg, 2010; Wilson, Diedrich, Phelps, & Choi, 2011).
The phenomenon of negative behavior is described within the literature
directionally. The terms lateral or horizontal describe peer-to-peer incidents and vertical
describes incidents between leader and employee, which may occur bi-directionally, most
commonly from leader to employee but at times from employee to leader. Many terms
exist for negative behaviors, including workplace bullying, violence, aggression, abuse,
hostility, sabotage, and incivility. Published studies support using the terms workplace
bullying, incivility, sabotage, and horizontal hostility as separate constructs (Cortina,
Magley, Williams, & Langhout, 2001; Guidroz, Burnfield-Geimer, Clark,
Schwetschenau, & Jex, 2010) and describe the differences (Cortina et al., 2001; Guidroz
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et al., 2010) between bullying and incivility based on the frequency with which the
behavior occurs (Einarsen, Hoel, & Notelaers, 2009). Cortina et al. (2001) assert that
incivility is distinct from other bullying behaviors due to a lack of clear intentionality, an
element of repetitive bullying behaviors. Three reported categories of abuse include
physical, emotional and/or verbal abuse (Yildrim & Yildrim, 2008). Psychological abuse
is defined as behaviors such as terrorizing and annoying while verbal abuse occurs when
the self-esteem of the victim is destroyed and the recipient of the abuse is exploited for
the purpose of the individual engaging in the behavior (Rowe & Sherlock, 2005). Verbal
abuse among peers, in the presence of patients, varies across settings, occurring from 7%
of the time in the perioperative setting to 35.3% within the emergency department
(Rosenstein & Naylor, 2012; Rosenstein & O'Daniel, 2006).
Identifying nuances between the various behaviors along continuum of negative
behaviors is important in the development of interventions to mitigate and eliminate these
issues in the future because strategies to address repetitive, frequent behaviors such as
bullying vary from those used to address more subtle behaviors such as incivility within
the hospital environment.
New Contributions
This integrative review of instruments measuring negative behaviors among
members of the healthcare team evaluated key principles for measuring behaviors
undermining safety including understanding frequency, severity, quantity, and sources of
the behaviors. Future research is necessary to enhance and increase specificity of existing
instruments in lieu of creating additional instruments thus creating a means to measure
these types of behaviors. We are not aware of any studies reporting a comprehensive
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review of psychometric properties and feasibility of validated instruments to measure
negative behaviors among healthcare professionals. This review will facilitate an
understanding of how specific terms for behaviors developed over time.
Aims
Hospitals are stressful environments for all healthcare workers, evidenced by
reported conditions such as compassion fatigue which influence overall quality of life of
the healthcare worker (Sorenson, Bolick, Wright, & Hamilton, 2016). Settings such as
Obstetrics, the Emergency Department, and Surgery are more conducive to negative
behaviors due to increased levels of stress (Rosenstein, 2015). Healthcare leaders need to
understand and use the available valid and reliable instruments for assessing these
behaviors to guide prevention efforts, and deploy strategies to minimize identified
behaviors to prevent established consequences of these behaviors such as turnover,
patient harm, decreased productivity, and disengagement.
Currently several instruments (Guidroz et al., 2010; Longo & Newman, 2014)
assess negative behaviors, but no reviews have been found examining the psychometric
properties of these instruments, theoretical conceptualization of items, and the feasibility
of administration.
The goal of this review is to address those gaps through the following specific aims:
1. Examine and critique published instruments utilized to assess negative
behaviors displayed by healthcare personnel in hospitals;
2. Compare psychometric properties of published instruments, feasibility of
administration and identify common factors across instruments.
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Theoretical Framework
Dulebohn, Bommer, Liden, Brouer, and Ferris (2012) theorize the complex
relationship between factors influencing interpersonal interactions among members of the
interprofessional team, The Leader Member Exchange Antecedents and Consequences
Theoretical Framework (LMX, see Figure 1). LMX provides a lens for healthcare
leaders to adequately assess and understand behaviors that undermine a culture of safety.
Key tenants of LMX include 1) leaders have ever-changing relationships with followers,
2) leaders’ interactions vary with followers, which in turn influences the relationships,
and 3) leaders develop unique relationships with followers (Dulebohn et al., 2012). This
framework organizes LMX relationships into four antecedents including follower
characteristics, leader characteristics, interpersonal relationships, and contextual
variables, and defines outcomes as consequences.
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Figure 1: Leader-Member Exchange Antecedents and Consequences Theoretical
Framework

Figure 1. Leader-Member Exchange Antecedents and Consequences Theoretical
Framework DULEBOHN, J. H., BOMMER, W. H., LIDEN, R. C., BROUER, R. L. &
FERRIS, G. R. 2012. A Meta-Analysis of Antecedents and Consequences of LeaderMember Exchange: Integrating the Past With an Eye Toward the Future. Journal of
Management, 38, 1715-1759.
Review Methods
The Whittemore and Knafl (2005) five-step process for conducting an integrative
review was applied, including problem identification, literature search, data evaluation,
data analysis, and presentation. This literature search focused on identification of
pertinent instruments used to measure the construct of disruptive and intimidating
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behaviors that undermine a culture of safety within healthcare and the evaluation of the
reported psychometric properties of those instruments. Several computerized databases
(Cumulative Index to Nursing and Allied Health Literature (CINAHL), PsycARTICLES,
Psychology and Behavioral Sciences Collection, PsycINFO, MEDLINE, Health Source:
Nursing/Academic Edition and Scopus) along with journal hand searching by the
researcher ensured a comprehensive search strategy maximizing inclusion of eligible
primary sources. Specific search strategy and search terms were developed in
consultation with a medical reference librarian to ensure inclusion of appropriate
synonyms for constructs of interest. Search terms used to capture negative behavior
included incivility, workplace bullying, bullying, disruptive behavior, lateral violence,
lateral aggression, vertical violence, vertical aggression, workplace violence, work
environment and intraprofessional relations. Search terms to identify measurement tools
included assessment, instrument validation, scale, instrument, psychometric,
questionnaire*, measure*, reliabil* and validit,* using the wildcard function within the
databases to capture all variations of questionnaire, measure, reliability, and validity. To
search for healthcare workers we utilized broad MeSH terms that encompassed the
various specialties of healthcare workers. The terms included medical personnel,
healthcare employee, health personnel, medical personnel, hospital staff, and hospital
employee. The OR builder was used to join each series of terms within the three themes,
which were then joined using the builder AND to meet the intent of the literature search.
Inclusion criteria for the search were articles published in the English language
within academic journals, journals, magazines, and trade publications. Initial screening
occurred through review of article titles and abstracts to determine inclusion eligibility.
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Titles and/or abstracts describing measurement of negative behaviors displayed by
students or faculty members, or negative behaviors displayed outside of the hospital
environment were excluded. If psychometric properties were not reported for
instruments, the instrument or all elements of the instrument were not included the
articles were excluded. Also excluded were intervention studies addressing constructs of
negative behaviors in lieu of formal assessments of presence of these constructs. The
initial search conducted by the primary researcher returned 6,715 articles, reduced to
4,925 following the removal of duplicate articles. Initial review of article titles and
abstracts by the primary researcher excluded 4,527 articles; the remaining 398 full-text
articles were screened applying the inclusion and exclusion criteria to identify
instruments for the final sample. (see Figure 2 for an illustration of the search strategy
and review process).
Primary sources for instruments were evaluated to determine whether validity and
reliability were addressed as the third phase of the process as suggested by Whittemore
and Knafl (2005). Instruments lacking validity or reliability measures, or only focused a
portion of the assessment on behaviors that undermine a culture of safety were further
eliminated from the review. We included instruments with reported Cronbach alpha
values ≥ 0.70 for overall instrument scales or any instrument subscale within the primary
source; this criteria removed 6 instruments. If an instrument was refined and additional
psychometric analysis conducted, instruments were reviewed and included if inclusion
criteria were met. The remaining 22 instruments were analyzed for sample population,
psychometric properties, and feasibility of administration. These results are summarized
in tables, as the suggested final two phases of the integrative review process by
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Whittmore and Knafl (2005) (see Tables 1 and 2). Specific criteria used to evaluate
feasibility included number of overall items included within the instrument, accessibility
of the instrument, and availability of instructions for scoring.
Finally, the included instruments were categorized utilizing the constructs of the
LMX framework to examine which instruments specified antecedents and consequences,
and which instruments included only portions of the LMX framework addressing only
elements of the leader member exchange relationship.
Figure 2
PRISMA Flow Diagram
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Results
Research Sample
The 22 instruments measured nine behaviors that undermine a culture of safety
including incivility, violence, bullying, abuse, conflict, aggression, work environment,
lack of cohesion, and disruptive behavior. Few instruments measured behaviors across
the interprofessional team; however, two were identified within this review: the Johns
Hopkins Disruptive Clinician Behavior Survey, and the Hospital Aggressive Behaviour
Scale, and both demonstrated acceptable psychometric properties (Dang, Nyberg,
Walrath, & Kim, 2015; Osatuke, Moore, Ward, Dyrenforth, & Belton, 2009; Waschgler,
Ruiz-Hernandez, Llor-Esteban, & Jimenez-Barbero, 2013) (see Table 1). Table 1
provides an overview of specific instruments, measured behaviors, psychometric
properties, and associated theoretical constructs from the LMX Framework (Dulebohn et
al., 2012). Nineteen instruments assessed follower characteristics, while 15 instruments
assessed interpersonal relationships between leaders and followers. Twelve instruments
assessed leader characteristics while 8 instruments addressed contextual constructs, and 4
instruments addressed consequences of the LMX Framework (Dulebohn et al., 2012).
Interestingly, 17 instruments addressed more than one construct of the LMX Framework
(Dulebohn et al., 2012) while 2 instruments comprehensively addressed all of the
constructs in the theoretical framework. Thirteen instruments assessed negative behaviors
among nurses; five instruments measured behaviors outside of the hospital environment;
and three instruments were designed to measure negative behaviors across
interprofessional teams; and only one instrument was focused on measuring negative
behaviors among physicians.
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Instrument Description and Feasibility
Of the 22 instruments, 95% (21) of instruments included fewer than 50 items. The
average number of items was 26-items, with a median of 23-items, minimum 4-items,
and maximum of 59-items across all 22 instruments. A majority of the instruments
utilized some form of Likert-type scale responses. Feasibility was specifically included
for the Chinese Workplace Violent Incident (CWVI) instrument researcher estimated
completion time for the instrument between 5 and 10 minutes although scoring guidelines
were not included (Lin & Liu, 2005). In aggregate, 14 of the 22 instruments included
scoring guidelines although feasibility was not specifically addressed (Adams, Bond, &
Arber, 1995; Blau & Andersson, 2005; Dellasega, Volpe, Edmonson, & Hopkins, 2014;
DeMarco, Roberts, Norris, & McCurry, 2008; Guidroz et al., 2010; Hutchinson, Wilkes,
Vickers, & Jackson, 2008; Infante & Wigley, 1986; Longo & Newman, 2014; Nemeth et
al., 2017; Ottinot, 2008; Vveinhardt & Streimikiene, 2015; Walsh et al., 2012; Waschgler
et al., 2013; Yildirim & Yildirim, 2008). For the remaining 8 instruments, researchers did
not provide scoring guidance. Table 2 provides detailed information related to specific
instruments, measured behavior, common constructs across instruments including
frequency, quantity, severity, and sources of measured behavior, feasibility of
administration based on length of questionnaire, and availability of scoring guidelines.
Reliability and Validity
Reliability or validity was addressed in all 22 instruments: 2 instruments did not
include validity information while reliability information was included for all instruments
(Infante & Wigley, 1986; Lin & Liu, 2005). Cronbach’s alpha ranged from 0.70 to 0.99
across these instruments (see Table 1). The most frequent methods for confirming
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validity included various forms of factor analysis, multiple types of criterion related
validity were reported for 8 instruments (Dellasega et al., 2014; DeMarco et al., 2008;
Guidroz et al., 2010; Hutchinson et al., 2008; Ottinot, 2008; Rodwell, Brunetto, Demir,
Shacklock, & Farr-Wharton, 2014; Vveinhardt & Streimikiene, 2015; Waschgler et al.,
2013) construct validity for 5 instruments (Cox, 2004; Dang et al., 2015; Einarsen et al.,
2009; Longo & Newman, 2014; Yildirim & Yildirim, 2008), convergent validity for 5
instruments (Cortina et al., 2001; Cox, 2004; Longo & Newman, 2014; Walsh et al.,
2012; Yildirim & Yildirim, 2008), face validity for 4 instruments (Anderson & Parish,
2003; Dang et al., 2015; Hutton & Gates, 2008; Nemeth et al., 2017), test-retest for 2
instruments (Adams et al., 1995; Blau & Andersson, 2005), and content validity for 2
instruments (Anderson & Parish, 2003; Longo & Newman, 2014). The most common
factors present among the 22 instruments included measuring relationships, external
demands such as workload, along with response of leadership to the measured behavior.
The Negative Acts Questionnaire-Revised (Einarsen et al., 2009) was the most frequently
utilized instrument for assessment of behaviors that undermine a culture of safety. The
Horizontal Violence Scale (Longo & Newman, 2014) reported the highest Cronbach’s
alpha at 0.99 for the total scale with instrument subscales ranging from 0.77 to 0.99.
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Table 1: Instrument, Measured Behavior, Construct and Reported Psychometric Properties
Instrument
Reference

Instrument

Measured
Behavior

LMX Construct
Measured

Reliability

Validity

(Infante &
Wigley, 1986;
Lazarus et al.,
2016)

Infante Verbal
Aggressiveness
Scale

Abuse

Follower
characteristics

Cronbach's α =0.83 (RAAS-A), Cronbach's α
=0.83 (RAAS-V), Cronbach's α =0.83 (RAASB)

Not reported

(Rodwell,
Brunetto,
Demir,
Shacklock, &
Farr-Wharton,
2014)
(Dellasega,
Volpe,
Edmonson, &
Hopkins, 2014)

Adapted abusive
supervision of Dick
& Rayner's 2004
measure

Abuse

Follower
characteristics,
leader
characteristics,

Cronbach's α =0.73, 0.87 (task attack, personal
attack respectively)

Discriminant validity examined with
confirmatory factor analysis (CFI= .932,
TLI =.904, RMSEA =.106, SRMR
=.080)

Relational
Aggression
Assessment Survey

Aggression

Follower
Characteristics/Inte
rpersonal
Relationship

Cronbach's α =0.83 (RAAS-A), Cronbach's α
=0.83 (RAAS-V), Cronbach's α =0.83 (RAASB)

Reported as correlated with a range of
personality tests such as openness,
conscientiousness, extraversion,
agreeableness, and neuroticism

(Waschgler, et
al., 2013)

Hospital
Aggressive
Behaviour Scale

Aggression

Overall Cronbach's α = 0.86

Criterion validity addressed through
significant correlations between the
HABS-CS and job satisfaction, burnout
components, and psychological wellbeing

(Hutchinson,
Wilkes,
Vickers, &
Jackson, 2008)

Bullying Acts
Inventory

Bullying

Follower
characteristics,
leader
characteristics,
interpersonal
relationship,
contextual
variables
All

Cronbach's α exceeded 0.80 for each scale

Exploratory factor analysis used to
address validity; all item correlations
were reported > 0.30 suggesting
suitability

(Adams, Bond,
& Arber, 1995)

Nurses’ Opinion
Questionnaire

Cohesion

Leader and
Follower
Characteristics

Cronbach's α =0.91

Test-retest (r = 0.84)
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(Cox, 2003)

Cox Conflict Scale

Conflict

Follower
characteristics,
leader
characteristics,
interpersonal
relationship,
contextual
variables

Cronbach's α =0.94

Construct validity (χ2 = 239.10; p = .00;
df = 94; χ2/df = 2.54) RMSEA = 0.075

(Dang et al.,
2015)

Johns Hopkins
Disruptive
Clinician Behavior
Survey [JH-DCBS

Disruptive
Behavior

Cronbach's α =0.79-0.91

Face validity confirmed by expert panel
and construct validity completed by
CVI index = 0.97

(Blau &
Andersson,
2005)

Instigated
Workplace
Incivility

Incivility

Cronbach's α =0.89 for instigated workplace
incivility, experienced workplace incivility
α=0.88 and interpersonal deviance α= 0.81

Reported as test-retest reliability with
all repeated variables were stable over
measurement time frame

(Cortina et al.,
2001)

Workplace
Incivility Scale

Incivility

Follower
characteristics,
leader
characteristics,
interpersonal
relationship,
contextual
variables
Follower
Characteristics/
Interpersonal
Relationship
Interpersonal
Relationship

Incivility scale Cronbach's α =0.89

(Guidroz. et al.,
2010)

Nursing Incivility
Scale

Incivility

Leader and
Follower
Characteristics,
Contextual

Cronbach's α for the 5 source scales ranged
from 0.85-0.94

Convergent validity measured negative
correlation (r=-0.59) to Donovan et al.'s
(1998) Perception of Fair Interpersonal
Treatment scale
Average item-total correlation for all
items was 0.76 providing evidence of
good internal consistency

(Hutton &
Gates, 2008)

Incivility in
Healthcare Survey
(IHS)

Incivility

Follower
characteristics,
leader
characteristics,
interpersonal
relationships,
contextual
variables

Cronbach's α =0.943 (IHS), Cronbach's α
=0.913 (environmental subscale),
Cronbach's α =0.830 (coworker subscale),
Cronbach's α =0.808 (supervisor subscale)
Cronbach's α =0.913 (patient, family, visitor
subscale)

Face validity was explored by a panel of
experts
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(Ottinot, 2008)

Perceived
Workplace Civility
Climate Scale

Incivility

Follower
characteristics,
leadership
characteristics,
interpersonal
relationships
Interpersonal
relationships

Cronbach's α > 0.70 for all factors

Validity confirmed with confirmatory
factor analysis

(Walsh et al.,
2012)

Civility Norms
Questionnaire-Brief

Incivility

Cronbach's α =0.81

Convergent, discriminant, criterionrelated, and incremental validity.
Positive correlations with interactional
justice (r = .45, p < .01) and the VHA
Civility Scale (r = .48, p < .01)

(Vveinhardt &
Streimikiene,
2015)

Mobbing and
Single Cases of
Harassment in
Employees’
Relations (MSCH)

Mobbing

Follower
characteristics,
leadership
characteristics,
interpersonal
relationships, and
consequences

Cronbach's α = 0.85-0.89

Factorial analysis confirmed validity

(Anderson &
Parish, 2003)

Workplace
Violence
Questionnaire &
Demographics
(WVQD)

Violence

Follower
characteristics

Cronbach's α =0.80 (emotional-verbal),
Cronbach's α =0.77 (physical),
Cronbach's α =0.80 (sexual),
Cronbach's α =0.87
(all items WVQD)

Face validity explored by two content
expert

NB HW PSC 34
(Dilek and
Aytolan, 2008)

Workplace
Psychologically
Violent Behavior
Instrument

Violence

Follower
characteristics,
leader
characteristics,
interpersonal
relationship

Cronbach's α =0.93

Construct validity tested with
KMO=0.962, Test-rest reliability
completed with Cronbach's α =0. 88 for
‘individual’s isolation from work’,
Cronbach's α = 0.86 or ‘attack on
professional status’, Cronbach's α=0.78
for ‘attack on personality' and
Cronbach's α = 0.70 for 'direct attack'

(Lin & Liu,
2005)

Chinese Workplace
Violent Incident
(CWVI)
questionnaire

Violence

Contextual
variables,
consequences

Cronbach's α =0.75 from previously reported
study

Not reported

(Longo and
Newman, 2014)

Horizontal
Violence Scale

Violence

Follower
Characteristics/
Interpersonal
Relationship

Cronbach's α =0.99 (total scale), Cronbach's α
=0.78 (emotional), Cronbach's α =0.92 (verbal),
Cronbach's α =0.99 (physical), Cronbach's α
=0.77 (defiant behavior)

Content validity addressed through CVI
index completion by three independent
experts, construct validity addressed
through confirmatory factor analysis.

(Nemeth et al.,
2017)

Lateral Violence
Nursing Scale

Violence

All

Cronbach's α= 0.74 (LV by self), Cronbach's α=
0.86 (LV with others)

Face validity confirmed through expert
review
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(Einarsen, et al,
2009)

Negative Acts
QuestionnaireRevised

Violence

Follower
Characteristics,
Interpersonal
Relationships

Cronbach's α =0.90

High correlations with total NAQ-R
scores and individual factors scores
criterion with a single-item measure of
perceived victimization from bullying
demonstrating criterion validity.
Construct validity confirmed with
expected correlations with measures of
mental health, psychosocial work
environment, and leadership measures.

(DeMarco,
Roberts,
Norris, &
McCurry,
2008)

Nurses Workplace
Scale

Work
Environment/
Interpersonal
Relationships

Follower
characteristics

Cronbach's α = .78-.81

Validity confirmed through exploratory
factor analysis and confirmatory factor
analysis demonstrating satisfactory
results.
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Table 2: Instrument Details, Measured Behavior, Feasibility and Frequency, Severity, Quantity, and Source
Instrument
Reference
(Infante and
Wigley, 1986,
Lazarus et
al., 2016)

(Rodwell et
al., 2014)

Instrument
Infante Verbal
Aggressiveness
Scale

Adapted
abusive
supervision of
Dick &
Rayner's 2004
measure

Measured
Behavior
Abuse

Abuse

LMX Construct
Measured
Follower
characteristics

Follower
characteristics,
leader
characteristics,

Population
Sample
257 attending
physicians, 48
medical students,
and 24 residents

250 RNs across 5
general acute
Australian
hospitals within the
same local network
mostly female
(83.2%) between
ages 41-60 years of
age (64.8%).

Instrument Details
20 item 5-point Likert scale
from 1 'almost never true' to 5
'almost always true'

10 item 6-point Likert scale
from 1 'strongly agree' to 6
'strongly disagree' measuring
three subscale in relation to
employee supervisor
including task attacks (4
items), personal attacks, (4
items) and isolation (2 items).

Feasibility
Short survey, easily
understandable with access
to full instrument and
scoring instructions

Short survey however
lacking scoring
instructions and full
instrument not included

Measures
Frequency,
Quantity, Severity
and/or Source of
Behaviors
Frequency
Severity

Severity
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(Dellasega, et
al., 2014)

Relational
Aggression
Assessment
Survey

(Waschgler,
et al., 2013)

Hospital
Aggressive
Behaviour
Scale

(Hutchinson.
et al., 2008)

Bullying Acts
Inventory

(Adams, et
al., 1995)

Nurses’
Opinion
Questionnaire

Aggression

Follower
Characteristics/Int
erpersonal
Relationship

Aggression

Follower
characteristics,
leader
characteristics,
interpersonal
relationship,
contextual
variables

Bullying

Cohesion

842 RNs at a large
academic medical
center (94%
female, 80%
between age 25-55,
61% with
Baccalaureate
degree)
1,484 healthcare
professionals from
11 public hospitals
in the Region of
Murcia. Mean age
was 42, 83.4%
were women,
62.8% RNs, and
37.2% were
auxiliary nursing
staff

All

102 RNs from a
metropolitan area

Leader and
Follower
Characteristics

825 RNs across
119 units in 17
different hospitals
across Regional
Health Authorities
in England

33-item 5-point Likert scale
with three subscales RAAS-A
(aggressor), RAAS-B
(bystander) and RAAS-V
(victim).

Described as a brief
instrument with simple
scoring although not
included within published
article complicating future
use

Severity

17-item with 6-point Likert
scale ranging from 0 (never)
to 5 (daily) two subscales
(superiors and coworkers)

Brief practical instrument
with simple scoring

Frequency
Severity
Quantity

23-item 7-point Likert scale
from 'never' to 'constantly'

Brief instrument with
simple scoring although
not included within
published article
complicating future use

Frequency
Severity

10-item 4-point Likert scale
from 1 (strongly agree) to 4
(strongly disagree)

Brief practical instrument,
simple scoring with
published psychometric
properties although
published results with
instrument are limited

Source
Severity
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(Cox, 2003)

(Dang et al.,
2015)

(Blau and
Andersson,
2005)

(Cortina et
al., 2001)

Cox Conflict
Scale

Johns Hopkins
Disruptive
Clinician
Behavior
Survey [JHDCBS

Instigated
Workplace
Incivility

Workplace
Incivility Scale

Conflict

Follower
characteristics,
leader
characteristics,
interpersonal
relationship,
contextual
variables

185 RNs in a
community
hospitals in the
Mid-Atlantic
region

28-item 6-point Likert
response from 'strongly agree'
to 'strongly disagree'

Short survey although
scoring instructions not
included

Frequency

Disruptive
Behavior

Follower
characteristics,
leader
characteristics,
interpersonal
relationship,
contextual
variables

1,198 clinicians in
a large urban
academic medical
center

59-item vary 4 point Likert
response with 5 subscales
including disruptive behavior
(12 items), triggers (12
items), response to disruptive
behavior (12 items), reasons
for not addressing disruptive
behavior (10 items), impact of
disruptive behavior (12 items)

Longer scale although
lacking scoring
instructions

Frequency
Severity

Follower
Characteristics/
Interpersonal
Relationship

Working adults (n=
211) majority
female (54%) and
between 21-35
years old (50%)

21-item 4-point Likert scale
ranging from 1=hardly ever
(once every few months or
less) to 4=frequently
measuring 3 subscales
(instigated workplace
incivility, interpersonal
deviance and experienced
workplace deviance)

Short, easy to score, only
available in English
currently, lack of
published use within
academic centers

Frequency
Quantity

Interpersonal
Relationship

Working adults (n1,180) 96%
employed fulltime, M=40.31
years old, 85%
reported a
professional degree

7-item with 4-point Likert
scale ranging from 0-never to
4-most of the time

Short practical tool
however, lacks specific
scoring instructions for
data analysis

Frequency

Incivility

Incivility
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(Guidroz. et
al., 2010)

Nursing
Incivility Scale

(Hutton &
Gates, 2008)

Incivility in
Healthcare
Survey (IHS)

(Ottinot,
2008)

Perceived
Workplace
Civility
Climate Scale

RNs (n= 163)
representing 22
different
specialties.
Majority female
(77.3%), 32% of
the sample held a
bachelor's degree
and 35% between
40-49 years old

43-item using 5-point Likert
scale ranging from 1=strongly
disagree to 5= strongly agree.
Scores are summed and
averaged

Short, easy to score, only
available in English
currently, lack of
published use within
academic centers

Source
Severity

Short survey however
instrument not included
and scoring instructions
not provided.

Frequency
Source
Severity

Brief instrument with
simple scoring may have
further testing within
healthcare necessary

None

Incivility

Leader and
Follower
Characteristics,
Contextual

Incivility

Follower
characteristics,
leader
characteristics,
interpersonal
relationships,
contextual
variables

145 RNs and
nursing assistants
from a midwest
hospital

41 item 5-point Likert scale
from 1 'never' to 5 'very often'
including five subscales
general environmental
incivility, other direct care
staff, direct supervisors,
physicians, and incivility
from patients, patients'
families and visitors.

Incivility

Follower
characteristics,
leadership
characteristics,
interpersonal
relationships

288 varying
professional roles
(74% female,
average age 24, 6%
medical
professionals)

24-item 5-point Likert scale
ranging from 1 (strongly
disagree) to 5 (strongly agree)
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(Walsh et al.,
2012)

Civility Norms
QuestionnaireBrief

(Vveinhardt
and
Streimikiene,
2015)

Mobbing and
Single Cases of
Harassment in
Employees’
Relations
(MSCH)

(Anderson &
Parish, 2003)

Workplace
Violence
Questionnaire
&
Demographics
(WVQD)

Incivility

Interpersonal
relationships

Snowball sample
of 184 working
adults employed at
least 20 h each
week located in the
northeastern
United States

Mobbing

Follower
characteristics,
leadership
characteristics,
interpersonal
relationships, and
consequences

Multi-stage
random sampling
of 1231 Lithuanian
individuals

47-item Likert scale including
5 sub-scales (communication,
isolation, reputation, tasks,
health, and harm)

Short survey with simple
scoring instructions readily
accessible may have
limited generalizability

Frequency
Quantity
Severity
Source

Follower
characteristics

90 Hispanic RNs
representing three
countries in Texas,
91% female with
55% between 1030 years’
experience

29 item check list checking
all that apply and highlighting
one most significant event
remembered

Short survey however
lacking scoring
instructions and full
instrument not included.

None

Violence

4-item 7-point Likert scale
ranging from 1 'strongly
disagree' to 7 'strongly agree'

Short practical survey
simple scoring

None
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(Dilek and
Aytolan, 2008)

Workplace
Psychologically
Violent
Behavior
Instrument

(Lin & Liu,
2005)

Chinese
Workplace
Violent
Incident
(CWVI)
questionnaire

(Longo and
Newman,
2014)

(Nemeth, et
al., 2017)

Horizontal
Violence Scale

Lateral
Violence
Nursing Scale

Violence

Violence

Violence

Violence

Follower
characteristics,
leader
characteristics,
interpersonal
relationship

476 hospital RNs
(mean age 29-34,
41% Baccalaureate
degree,

33-item 6-point Likert scale
from 0 'I have faced once' to
5 'I constantly face this'

Short, easy to score, only
available in English
currently, lack of published
use within academic
centers

Frequency
Quantity
Severity

Contextual
variables,
consequences

205 RNs from a
hospital in south
Taiwan all female
with a mean age of
25.4, 80.6%
graduated from
college.

32 items related to frequency
of violence, source of
violence, type of violence
(verbal or physical),
demographics, and education
related to workplace
violence.

Full instrument provided
for easy administration
with estimated 5-10
minutes completion.
However scoring
instructions not included.

Frequency
Severity

Follower
Characteristics/
Interpersonal
Relationship

347 Charge RNs
(89% female, 46%
white, 43% with
Baccalaureate
degree, 24%
between 49-55
years old).

23-item 4-point Likert scale
from 1 (never) to 4 (weekly)
with 4 subscales including
verbal behavior, emotional
behavior, physical behavior,
and oppression/oppressive
circumstances

Brief instrument with
simple scoring guidelines
although generalizability to
staff RNs may be limited

Frequency
Quantity
Severity

All

663 RNs and
ancillary nursing
staff from a
southeastern
tertiary care
medical center.
Majority 91% were
female RNs
between 20-70
years old

23-items with varying Likert
scale (3-4) responses also
includes dichotomous
'yes'/'no' responses

Short survey with simple
scoring instructions readily
accessible may have
limited generalizability

Frequency
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(Einarsen, et
al, 2009)

(DeMarco, et
al., 2008)

Negative Acts
QuestionnaireRevised

Violence

Nurses
Workplace
Scale

Work
Environment/
Interpersonal
Relationships

Follower
Characteristics,
Interpersonal
Relationships

Working adults
(n=5288), mean
age 40.2 years old,
52.4% male,84.9%
reported working
full-time.

Follower
characteristics

904 RNs in
Massachusetts
(mean age 48, 96%
white, 65% female,
34% Baccalaureate
prepared)

22-item instrument 5-point
Likert scale ranging from 1=
Never, Now and then,
Monthly, Weekly, and 5=
Daily measuring three
underlying factors: personal
bullying, work-related
bullying and physically
intimidating forms of
bullying within the prior 6
months

Short, easy to understand
and available in several
languages. Practical
assessment tool for
identification of areas of
increased risks and
development of baseline
data for ongoing
monitoring

Frequency
Severity

42-item 5-point Likert scale
from 1 'never' to 5
'consistently'

Described as a brief
instrument with simple
scoring although not
included within published
article complicating future
use

Frequency
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Instruments and LMX Constructs
Only two of the three antecedents found in the LMX Framework (Dulebohn et al., 2012)
were addressed individually: follower characteristics and interpersonal characteristics. Follower
characteristics were often addressed in 18 instruments (Adams et al., 1995; Anderson & Parish,
2003; Blau & Andersson, 2005; Cox, 2003, 2004; Dang et al., 2015; Dellasega et al., 2014;
DeMarco et al., 2008; Einarsen et al., 2009; Guidroz et al., 2010; Hutchinson et al., 2008; Hutton
& Gates, 2008; Infante & Wigley, 1986; Lazarus et al., 2016; Longo & Newman, 2014; Nemeth
et al., 2017; Ottinot, 2008; Rodwell et al., 2014; Vveinhardt & Streimikiene, 2015; Waschgler et
al., 2013; Yildirim & Yildirim, 2008), most often in conjunction with interpersonal relationships
within 13 of 19 instruments (Blau & Andersson, 2005; Cox, 2004; Dang et al., 2015; Dellasega
et al., 2014; Einarsen et al., 2009; Hutchinson et al., 2008; Hutton & Gates, 2008; Longo &
Newman, 2014; Nemeth et al., 2017; Ottinot, 2008; Vveinhardt & Streimikiene, 2015;
Waschgler et al., 2013; Yildirim & Yildirim, 2008). Leader characteristics were included within
12 instruments and always in conjunction with follower characteristics (Adams et al., 1995; Cox,
2004; Dang et al., 2015; Guidroz et al., 2010; Hutchinson et al., 2008; Hutton & Gates, 2008;
Nemeth et al., 2017; Ottinot, 2008; Rodwell et al., 2014; Vveinhardt & Streimikiene, 2015;
Waschgler et al., 2013; Yildirim & Yildirim, 2008) . Fifteen instruments addressed interpersonal
relationships (Blau & Andersson, 2005; Cortina et al., 2001; Cox, 2004; Dang et al., 2015;
Dellasega et al., 2014; Einarsen et al., 2009; Hutchinson et al., 2008; Hutton & Gates, 2008;
Longo & Newman, 2014; Nemeth et al., 2017; Ottinot, 2008; Vveinhardt & Streimikiene, 2015;
Walsh et al., 2012; Waschgler et al., 2013; Yildirim & Yildirim, 2008), all but 2 of the 15
instruments also addressed follower characteristics (Cortina et al., 2001; Walsh et al., 2012).
Interpersonal relationships were addressed individually within 2 instruments (Cortina et al.,
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2001; Walsh et al., 2012). Seven instruments addressed contextual variables (Cox, 2004; Guidroz
et al., 2010; Hutchinson et al., 2008; Hutton & Gates, 2008; Lin & Liu, 2005; Nemeth et al.,
2017; Waschgler et al., 2013), 4 instruments addressed consequences (Hutchinson et al., 2008;
Lin & Liu, 2005; Nemeth et al., 2017; Vveinhardt & Streimikiene, 2015) and 2 instruments
addressed all antecedents and consequences identified within the LMX framework (Hutchinson
et al., 2008; Nemeth et al., 2017). No specific themes were identified in measured behavior when
both antecedents and consequences were addressed within instruments.
Psychometric properties did not appear to improve when more antecedents were
addressed within instruments. Instruments that addressed follower characteristics and/or
interpersonal relationships demonstrated similar psychometric properties to those that did not
address these antecedents. Instruments that addressed only follower characteristics reported a
Cronbach’s alpha from 0.77 to 0.87. Those that addressed only interpersonal characteristics
reported a Cronbach’s alpha from 0.81 to 0.89. Instruments that addressed follower and
interpersonal characteristics reported a Cronbach’s alpha 0.70 to 0.99. In contrast, those
instruments that did not address either of these characteristics reported a Cronbach’s alpha of
0.75. Leadership characteristics were only addressed in conjunction with other theoretical
constructs, most often follower characteristics, and were closely followed by interpersonal
relationships. Contextual variables and consequences were infrequently addressed within the
published assessments.
Measured Behaviors and LMX Constructs
Incivility was the most frequently measured behavior followed by violence, bullying and
aggression, and abuse. Instruments for these behaviors were widely available within the existing
literature. The Nursing Incivility Scale (NIS) (Guidroz et al., 2010) and revised version of this
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instrument, the Incivility in Healthcare Workplace (Hutton & Gates, 2008), reported the best
psychometric properties, and the NIS was the most frequently utilized to measure incivility. The
Horizontal Violence Scale reported the best psychometric properties of the six instruments
identified measuring violence within this review (Longo & Newman, 2014), although the
Workplace Violence Questionnaire Demographics (WVQD) (Anderson & Parish, 2003) was
utilized most frequently in studies measuring violence. Finally, the Negative Acts QuestionnaireRevised developed by Einarsen et al. (2009) was most frequently utilized to measure bullying,
and it was reported to have the best psychometric properties of all scales designed to measure
bullying.
Evolution of Measuring Negative Behaviors
During the last eight years, an additional nine instruments measuring negative behaviors
were published measuring negative behaviors among healthcare workers. These include an
additional instrument measuring incivility the Civility Norms Questionnaire-Brief (Walsh et al.,
2012) and two additional instruments measuring violence, the Horizontal Violence Scale (Longo
& Newman, 2014) and the Lateral Violence in Nursing Survey (Nemeth, et al., 2017) although
the original study reporting results with the Lateral Violence in Nursing Survey occurred in 2007
(Stanley, Martin, Nemeth, Michel, & Welton, 2007), psychometric analysis of the instrument
followed later in 2017 . The construct of aggression was introduced in 2013 measured by the
Hospital Aggressive Behaviour Scale (Waschgler, et al., 2013), the Relational Aggression
Assessment Survey (Dellasega, et al., 2014) and the Infante Verbal Aggressiveness Scale
originally developed in 1986 was utilized in 2016 to measure aggressiveness among physicians
and trainees (Infante & Wigley, 1986; Lazarus et al., 2016). Additionally, abuse was introduced
in 2014 measured using the Adapted abusive supervision (Rodwell et al., 2014). Concepts of
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mobbing measured utilizing the Mobbing and Single Cases of Harassment in Employees’
Relations (MSCH) Questionnaire (Vveinhardt and Streimikiene, 2015) and disruptive behavior
measured with the Johns Hopkins Disruptive Clinician Behavior Survey (Dang et al., 2015) were
introduced in 2015.
Commonalities across Instruments
Frequency and magnitude refers to how often measured behaviors are occurring and/or
the volume of behavior that is occurring. Most often frequency and/or magnitude of measured
behaviors were captured through Likert type response scales ranging from 1 (daily or often) to 4
or 5 (monthly or very often). Intensity of measured behaviors across instruments measured
through an individual question or a series of questions included within the instrument. A
question describing a lower intensity behavior on the Infante Verbal Aggressiveness Scale is
stated as, “When people simply will not budge on a matter of importance I lose my temper and
say rather strong things to them”(Infante & Wigley, 1986). In contrast, a more severe example of
measured behaviors is demonstrated in this question from the Nursing Incivility Scale: “Other
nurses on my unit have violent outbursts or heated arguments in the workplace” (Guidroz et al.,
2010). Finally, source of these behaviors indicates the participants involved in the displaying the
behaviors. Of the instruments reviewed, sources most often included for measurement included
leaders, peers, physicians, and patients/families. Table 2 summarizes information related to
which instruments specifically address these four common concepts.
Discussion
Identifying instruments utilized to identify behaviors that undermine a culture of safety,
examining their psychometric properties, and determining the feasibility of administration are
critical steps to assessing behaviors that impact interprofessional healthcare teams and
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undermine a culture of safety. While a significant number of validated instruments are described
in the literature, instruments have most often been used to measure behaviors among nurses
(Adams et al., 1995; Anderson & Parish, 2003; Cox, 2003; Dellasega et al., 2014; DeMarco et
al., 2008; Guidroz et al., 2010; Hutchinson et al., 2008; Hutton & Gates, 2008; Lin & Liu, 2005;
Longo & Newman, 2014; Rodwell et al., 2014; Yildirim & Yildirim, 2008) and were sparsely
used in other healthcare disciplines (Dang et al., 2015; Waschgler et al., 2013). The LMX
theoretical framework was useful to evaluate these instruments specifically the ability to evaluate
whether specific instruments addressed follower characteristics, leader characteristics,
interprofessional relationships, and/or consequences of behaviors. Healthcare leaders and
researchers need a foundational understanding of which instruments address the four antecedents
characteristics of the follower and leader, interpersonal relationships, and contextual variables
(environmental factors such as location) and consequences (role conflict or organizational
commitment) of the leader-member exchange. Instruments including antecedents specified
characteristics of the recipient of the behaviors, rarely on the individual displaying the behavior,
and many instruments measured some component of the interpersonal relationship between the
recipient of negative behaviors and the individual displaying the negative behaviors (provoker).
Few instruments measured the consequences of the leader member exchange (Hutchinson et al.,
2008; Vveinhardt & Streimikiene, 2015; Lin & Liu, 2005; Nemeth, 2018); when this theoretical
concept was included it was often on instruments measuring incivility. Contextual factors, were
less frequently evaluated as an antecedent within the instruments. While contextual elements
were included in the majority of the instruments measuring violence, aggression, mobbing, and
incivility, they were sparingly included within instruments measuring other behaviors.
Additionally, conflict and cohesion are less frequently measured and have a single validated
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instrument (Cox, 2003). Often researchers revised instruments by removing questions, including
additional questions, or combining portions of multiple existing instruments to fit the needs of
their study but neglected to include psychometric properties of the final instrument and/or
specific details of what portions of the instruments were included or excluded. Violence,
including aggression and mobbing, followed by incivility and bullying were most frequently
measured; however, 22 instruments were identified within this review making meta-analysis
challenging for future research.
Key principles of measuring behaviors that undermine a culture of safety that emerged
during this review included understanding frequency, severity, quantity, and sources of the
behaviors. A majority of existing instruments often include one or two of these key principles;
only a single valid and reliable instrument was identified in this review; the Mobbing and Single
Cases of Harassment in Employees’ Relations scale comprehensively included all of these key
principles.
Limitations
This review focused on identifying instruments to measure behaviors that undermine a
culture of safety in healthcare conducted by a single reviewer. Additionally, this report is limited
by its focus on instruments in the English language. For example, we did not search by specific
professional designation or specialty as we were seeking a broad representation of healthcare
personnel who work together. Unpublished instruments with strong psychometric properties that
include frequency, severity, quantity, and source of the behaviors may exist but may have been
eliminated based on exclusion criteria. Additionally, the search did not include studies
comparing instruments.
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Conclusion
Refinement of published instruments through the conduct of multi-site studies is a future
necessary step in improving the measurement of negative behaviors within the hospital
environment. This strategy allows researchers to enhance the existing instruments ensuring
included questions consistently measure intended constructs eliminating unnecessary items
which mitigates participant burden. Factor analysis was not available within the existing
literature for many of the published instruments, this method is an important step utilized to
refine and ensure validity of instruments. Conducting factor analysis for those instruments which
currently lack published results of this robust methodology will improve researcher confidence in
available instruments along with the inclusion of test-retest reliability within independent sample
populations. Transitioning to utilization of validated instruments to measure these behaviors in
lieu of creating new instruments allowing researchers to shift their focus to developing and
testing effective mitigation and intervention strategies with healthcare leaders to improve the
work environment, decrease financial burden, and improve patient outcomes.
Negative behaviors displayed by healthcare professionals within hospitals vary along a
wide continuum and are defined utilizing many terms with a wide range of definitions. Future
research focused on clear delineation and definition of these constructs will aid healthcare leaders
in recognizing and mitigating these behaviors and researchers in measuring behaviors leading to
the development of interventions. A conceptual framework describing the continuum of these
behaviors and the associated consequences of these behaviors is a logical future direction of this
research.
Relevance for Clinical Practice
While a few comprehensive instruments addressing all components of the leader member
relationship exist, the inclusion of frequency, quantity, severity, and source of the behavior are
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lacking in the published instruments. To create a means to measure these behaviors, future
research should focus on enhancing existing instruments in lieu of creating additional
instruments. Creation of additional instruments will likely provide an overabundance of
instruments without the ability for researchers to have robust data for comparisons. Exceptions
include those behaviors that currently have minimal instruments. Transitioning to utilization of
validated instruments to measure these behaviors in lieu of creating new instruments allowing
researchers to shift their focus to developing and testing effective mitigation and intervention
strategies with healthcare leaders to improve the work environment, decrease financial burden,
and improve patient outcomes.
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with permission). Layne, D., Nemeth, L., Mueller, M., & Wallston, K. (Forthcoming 2019).
Negative Behaviors in Healthcare Survey: Instrument Development and Validation.
Negative Behaviors in Healthcare Survey: Instrument Development and Validation
Abstract
Background/Purpose Examine the psychometric properties and factor structure of the Negative
Behaviors in Healthcare (NBHC) Survey.
Methods A principal axis factor analysis with varimax rotation was conducted utilizing the 2012
NBHC survey data (n=1,918) to explore the underlying structure of the NBHC instrument. A
confirmatory factor analysis using AMOS 23 (IBM, 2015) was then conducted using the 2014
NBHC survey data (n=1479).
Results Internal consistency reliability was supported for four of the five identified factors while
construct validity for a five factor solution was established with acceptable model fit indices
(GFI = 0.98; RFI = 0.98, NFI = 0.98, RMR = 0.05).
Conclusions The NBHC instrument is a valid reliable instrument to assess negative behaviors
among interprofessional healthcare team members, adding to a select few available instruments
measuring negative behavior among interprofessional healthcare workers.
Keywords: horizontal aggression/violence, lateral aggression/violence, nursing,
physicians, incivility, workplace bullying, construct validity, disruptive behavior,
professionalism
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Negative Behaviors in Healthcare Survey: Instrument Development and
Validation
Introduction
Negative behaviors among healthcare workers lead to negative outcomes for
patients and healthcare workers (Brooks, Polis, & Phillips, 2014; Felblinger, 2011).
Harmful patient outcomes connected to negative behaviors include adverse safety events,
such as patient falls, and increased mortality (McNamara, 2012; Wilson & Phelps, 2013).
Exposure to negative behaviors, such as incivility, has also been linked to decreased
professional and psychological functioning, which can have significant implications for
quality of life for the healthcare worker as well as quality of care for the patient
(Trépanier, Fernet, Austin, & Boudrias, 2016). Because of the harmful consequences for
patients and the work environment, professional organizations such as the American
Nurses Association, American Medical Association, and American College of Healthcare
Executives endorse a zero tolerance position for negative behavior (Brooks et al., 2014).
Negative behaviors within healthcare are described within the literature
directionally: the terms lateral or horizontal describe incidents between peers while
vertical describes incidents between leader and employee, which may occur in either
direction but more commonly from leader to employee. Descriptive terms within
instruments utilized to measure negative behaviors include incivility, violence, bullying,
abuse, conflict, aggression, work environment, cohesion, and disruptive behavior.
Multiple studies assert that three primary characteristics aid others in determining type of
behavior: frequency of behavior, intentionality, and repetition of behavior (Cortina,
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Magley, Williams, & Langhout, 2001; A. Guidroz, J. L. Burnfield-Geimer, O. Clark, H.
M. Schwetschenau, & S. M. Jex, 2010; Vagharseyyedin, 2015).
Background and Conceptual Framework
Negative behaviors within the healthcare environment range from indirect passive
behaviors such as dirty looks, gossip, and the “silent treatment” described by Baron and
Neuman (1998) to more active forms such as physical violence (Baron & Neuman,
1998). Behavior displayed within the workplace which negatively influences others
and/or desired outcomes are classified as negative behaviors. Figure 1 displays a
continuum of negative behaviors described within the literature which sometimes differ
in subtle ways. Incivility and bullying, for example, are both low intensity with
ambiguous intent, but bullying is distinguished by the systematic, repetitive nature in
which it is carried out (Abolfazl Vagharseyyedin, 2015; A. M. Guidroz, J. L. BurnfieldGeimer, O. Clark, H. M. Schwetschenau, & S. M. Jex, 2010). As frequency, and intent,
increase along the continuum, behaviors transform from passive, less severe forms to
more active forms of negative behaviors.
Figure 1: Conceptual Framework Measured Behaviors among Healthcare Workers
Increasing from Passive to Active Forms
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Mobbing
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Measuring Negative Behaviors in Healthcare within existing instruments
A systematic review revealed 22 instruments that measured nine negative
behaviors, including incivility, violence, bullying, abuse, conflict, aggression, work
environment, lack of cohesion, and disruptive behavior(Layne, Nemeth, & Mueller,
2018). Few instruments measured behaviors across the interprofessional team; however,
two--the John Hopkins Disruptive Clinician Behavior Survey and the Hospital Aggressive
Behaviour Scale--both measure negative behaviors across the interprofessional team and
both have acceptable psychometric properties (Dang, Nyberg, Walrath, & Kim, 2015;
Osatuke, Moore, Ward, Dyrenforth, & Belton, 2009; Waschgler, Ruiz-Hernandez, LlorEsteban, & Jimenez-Barbero, 2013). Many of the existing instruments have not
previously been utilized across interprofessional teams even when they could have been
adapted for that purpose; thus, evidence of such utilization is lacking in the literature.
Research Purpose
Instrument Development
The Negative Behaviors in Healthcare (NBHC) instrument was adapted from the
Lateral Violence in Nursing (LVNS) instrument (Stanley, Martin, Nemeth, Michel, &
Welton, 2007) to measure negative behaviors not just within nursing, but within the
entire healthcare team. Refinement of the LVNS occurred following initial
administration, and modifications included a shift from the term violence within the
LVNS to the term aggression within the NBHC survey to decrease the potential for
negative connotations. Additionally, vertical aggression was incorporated into the
revised instrument, along with frequency of observation of behaviors, and fear of
retaliation. The authors defined lateral/vertical aggression as forms of colleague-on-
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colleague verbal and nonverbal behaviors that inflict psychological pain. The researchers
further define lateral aggression as occurring between colleagues on the same power level
and vertical aggression as directed downward (manager to subordinate) or upward
(subordinate to manager) between colleagues with different levels of power (Layne,
Nemeth, & Mueller, 2018). The development and initial psychometric analysis of the
LVNS, including its foundational conceptual framework, are reported elsewhere (Nemeth
et al., 2017).
The aim of this set of analyses was to identify and cross-validate the factor
structure of the NBHC and to report on its psychometric properties. Previously, six
subscales were utilized within the instrument based on item content and intended
construct measurement. The content of this survey, but not its psychometric properties, is
reported separately (Layne, Nemeth, Mueller, et al., 2018). For the work here reported,
an exploratory factor analysis (EFA) was used to estimate the variability due to common
factors among the observed variables included within this survey in the 2012 data set.
Instrument reliability was evaluated utilizing Cronbach’s alpha. A confirmatory factor
analysis (CFA) was used following the EFA to confirm the initial factor structure
identified utilizing responses from the 2014 administration of the instrument.
Methods
Instrument Administration
The survey consisted of 28 items addressing aggression, including 10 items
measuring factors contributing to negative behaviors in the work area, 3 items measuring
fear of retaliation using a 4-point Likert-type response scale varying from ‘agree
strongly’ to ‘disagree strongly,’ presented in Table 1. The frequency of lateral aggression
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between peers was measured by 3 items, while 6 items measured the frequency of
vertical aggression using a 5-point Likert-type response scale ranging from ‘daily’ to
‘never.’ Finally, 6 items measured the seriousness of lateral/vertical aggression using a
5-point Likert-type response scale ranging from ‘very serious’ to ‘not serious’ (Table 1).
In addition, 16 demographic questions were included in the pre- and post-survey.
Participants were provided with the standard definitions described above for lateral and
vertical aggression as well as examples of negative behavior in healthcare as instructions
prior to completing the instrument during both the 2012 and 2014 administrations. The
NBHC instrument was again administered in 2014 to approximately 2,000 nursing staff
and 750 physicians to assess the prevalence of negative behaviors following the
implementation of a Professionalism Taskforce. Results of effectiveness of the
Professionalism Taskforce are reported elsewhere (Layne, Nemeth, Mueller, et al., 2018).
Setting and Sample
The NBHC instrument was first administered online using REDCap
(Harris et al., 2009) in 2012 and again in 2014 following IRB approval to all health care
interdisciplinary professionals employed at a single southeastern academic medical center.
The NBHC instrument was administered to approximately 2,000 nursing staff, and 750
physicians; other areas represented included pharmacists, physical therapists, and social
workers along with a number of other professionals supporting direct patient care in the
acute hospital setting. Specific characteristics of the sample and procedure for data
collection are reported elsewhere (Layne, Nemeth, Mueller, et al., 2018). Study data were
collected and managed using REDCap electronic data capture tools hosted at Medical
University of South Carolina.1 REDCap (Research Electronic Data Capture) is a secure,
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web-based application designed to support data capture for research studies, providing 1)
an intuitive interface for validated data entry; 2) audit trails for tracking data
manipulation and export procedures; 3) automated export procedures for seamless data
downloads to common statistical packages; and 4) procedures for importing data from
external sources (Harris et al., 2009).
Data Analysis
Data were extracted from REDCap (Harris et al., 2009) to SPSS 24 (IBM, 2016)
and AMOS 23 (IBM, 2015) to conduct data analysis. A consistent coding strategy was
applied for responses from both the 2012 and 2014 administrations of the NBHC
instrument, where higher values indicated higher frequencies of observed negative
behaviors, and lower values indicated less frequent negative behaviors. Missing values
for individual responses were replaced by individual question median responses.
Exploratory factor analysis with principal axis factoring and varimax rotation was used
for 1918 responses from the 2012 administration of the NBHC instrument, suppressing
coefficients less than 0.50 to identify the initial factor structure. Internal construct validity
for each of the five factors was identified using Cronbach’s alpha procedure.
Confirmatory factor analysis (CFA) was conducted utilizing the 1479 responses from the
2014 administration of the NBHC instrument to assess construct validity. Missing data
were replaced with median responses for individual items prior to analysis. Unweighted
least squares estimation was employed due to non-normal distributions of data (Li, 2016).
Model fit indices and the Goodness of Fit Index (GFI) for the selected model were
reviewed and evaluated against acceptable values.
Results
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Validity Assessment
Preliminary analysis of the data gathered in the 2012 survey indicated moderately
high factorability—Bartlett’s test of spherecity was significant at: < 0.001 and KaiserMeyer-Olkin tests (KMO) was 0.92, indicating sampling adequacy (Field, 2010;
Strickland, 2003). Four a priori rules were utilized to identify retained factors within the
CFA solution. Factors retained were those (a) with eigenvalues greater than 1 (Costello &
Osborne, 2005), (b) with items loading above 0.50 (Costello & Osborne, 2005), (c) above
the point where the scree plot flattens out (Costello & Osborne, 2005), and (d) that align
theoretically to the concept being measured (Nunnally & Bernstein, 1994). Application of
these criteria identified five factors, which explained a total of 66% of the extracted
common variance within the model (see Table 1).
Eight items loaded above 0.60 on the first factor titled Contributing Factors of
Negative Behaviors, which explained 37% of the variance. These items focused on
displaying negative behaviors such as peers not willing to lend assistance, as well as
uncourteous behaviors and communication challenges. Six items loaded above 0.78 on
the second factor representing Seriousness of Aggression. These items related to
participants’ perceptions of the level of seriousness of the displayed negative behaviors.
Four items loaded from 0.51 to 0.76 on the third factor representing Frequency of
Negative Behaviors. These four items are aimed at assessing how often negative
behaviors occur. Three items loaded from -0.86 to -0.89 on the fourth factor with a theme
of Fear of Retaliation. Those items focused on respondents’ level of comfort reporting
episodes of negative behaviors without retribution. Finally, the remaining three items
loaded from 0.52 to 0.80 on factor five representing Uses Negative Behaviors. These final
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three items focus on the frequency of respondents admitting to utilizing negative
behaviors within the work environment.
Confirmatory Factor Analysis of the 2014 Survey Data Using Goodness of Fit
Goodness of Fit (GFI) exceeded the suggested thresholds of 0.90 (Byrne, 1994)
and 0.95 (Gaskins, 2016; Schumacker & Lomax, 2004) at 0.98. Normed Fit Index (NFI)
for the reported model exceeded the acceptable value of greater than 0.90 (Byrne, 1994)
at 0.98, Root Mean Square Residual (RMR) was 0.05. Composite reliability ranged from
0.44 to 0.93. To establish convergent and discriminant validity the model required minor
revision, removing a total of three items (items 6, 17, and 18) and resulting in a 25-item
revised model with acceptable Average Variance Extracted (AVE), ranging from 0.52 to
0.77, and Maximum Shared Variance (MSV) values from 0.33 to 0.50 displayed in Table
2 (Gaskins, 2016; Malhotra & Dash, 2011).
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Figure 2: Path Diagram for NBHC Instrument
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Table 1 Model structure for NBHC Instrument Varimax rotated Factor Matrix for Principal Axis Analysis of 28 Negative Behavior Items for Healthcare Workers including reliability analysis for 5 Factor Solution 2012 Response N=1918
Contributing
Factors
Q6. Misunderstandings related to gender

0.78

Q7. Misunderstandings related to cultural differences

0.77

Q5. Job stress leading to loss of control over behavior

0.72

Q8. Targeted person not willing to stand up to
perpetrator
Q4. Inadequate staff/resources to handle the
workload

Seriousness

Frequency of
Aggression

Fear of
Retaliation

Uses
Aggression

0.65
0.65

Q2 Major personality clashes

0.64

Q10. Peers not willing to intervene
Q1 Rude Behavior
Q3 Power and control issues
Q9. Leaders not willing to intervene
Q21. Lateral aggression toward new health care
professionals
Q20. Lateral aggression toward health care
professional peers

0.63
0.62
0.62
0.61
0.84
0.84

Q23. Vertical aggression directed upward

0.83

Q22. Vertical aggression directed downward
Q24. Compared to other job-related stressors, lateral
aggression is
Q25. Compared to other job-related stressors,
vertical aggression is
Q12. I am the recipient of lateral aggression

0.80
0.79
0.78
0.76

Q11. I observe lateral aggression

0.75

Q17. I observe vertical aggression directed upwards
from health care professionals in subordinate
positions
Q14. I observe vertical aggression directed
downward from health care professionals in
leadership positions
Q26. I feel safe from retaliation when reporting an
episode of lateral aggression
Q28. I feel safe from retaliation when reporting an
episode of vertical aggression directed upward

0.55
0.51
-0.86
-0.87

Q27. I feel safe from retaliation when reporting an
episode of vertical aggression directed downward

-0.89

Q16. I use vertical aggression directed downward

0.80

Q19. I use vertical aggression directed upwards

0.79

Q13. I use lateral violence aggression

0.70

Q18. I am the recipient of vertical aggression directed
upwards

0.52

Eigenvalues
Percent of Variance Explained
Cronbach’s alpha 2012 responses initial 28 items
Cronbach’s alpha 2014 revised 25 item model

10.48
37%
0.91
0.92

2.73
10%
0.93
0.92

2.31
8%
0.78
0.81

1.95
7%
0.91
0.91

1.18
4%
0.44
0.64
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Table 2 Composite reliability measures from five factor structure with 2014 participants
Uses
Aggression
Contributing
Factors
Seriousness
Frequency
of
Aggression
Fear of
Retaliation

CR

AVE

MSV

MaxR(H)

Uses
Aggression

Contributing
Factors

0.79

0.56

0.30

0.83

0.75

0.90

0.53

0.50

0.91

0.30

0.73

0.92

0.67

0.32

0.93

0.20

0.56

0.82

0.84

0.52

0.50

0.85

0.55

0.71

0.52

0.72

0.91

0.77

0.33

0.92

-0.23

-0.46

-0.31

-0.57

Seriousness

Frequency of
Aggression

Fear of
Retaliation

Reliability Assessment
Factor scores were created utilizing the sum of responses within each of the
factors utilizing 2012 and 2014 responses to further understand implications of removing
three items from the CFA and resulting in the formation of five subscales: Contributing
Factor subscale; Seriousness subscale; Frequency of Aggression subscale; Fear of
Retaliation subscale; and Uses Aggression subscale. Four of the five subscales
demonstrated acceptable reliability, with Cronbach’s alpha exceeding the acceptable
minimum Cronbach’s alpha of 0.70 suggested by Polit (2010), while the final subscale
was slightly below acceptable reliability utilizing the modified 25-item instrument at 0.64
(see Table 1).
Discussion
The purpose of this analysis was to identify and confirm the factor structure of the
NBHC instrument utilizing, respectively, the 2012 and 2014 administrations of the
instrument. Standardized residuals from the CFA revealed satisfactory results for all five
factors, ranging from 0.61 to 0.92. Psychometric evaluation of the NBHC instrument
indicated convergent and discriminant validity for the revised factor structure, resulting in
the removal of three items from the instrument (item 7, 8, 18). These revisions improved

0.88
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reported model fit better than 98% relative to the null or independent model (Moss,
2016). Root Mean Square Residual (RMR) indicated a good model fit. Refinement of the
instrument reduces the burden of participation by removing three items. Internal
consistency reliability improved minimally across two of the subscales, remained
relatively unchanged for one subscale and dramatically improved in the Uses Aggression
subscale from 0.44 to 0.64 when Cronbach’s alpha procedures were applied to the 2014
responses.
These results suggest the NBHC instrument as a reliable and valid measurement
of negative behaviors within the healthcare team —specifically contributing factors,
seriousness, and frequency of aggression, fear of retaliation and use of aggression.
Although the Uses Aggression subscale did not exceed acceptable values for internal
consistency, it is important to note that three of the four items within that subscale assess
use of aggression. The fourth item included within the Uses Aggression subscale is
focused on assessment of being a recipient of negative behavior. Rosenstein (2015)
defines both internal and external factors that influence behavior and the consistently
lower alpha score in both the 2012 and 2014 data suggests external factors, such as
environmental influences, affect the propensity to utilize these behaviors within the
workplace. Moreover, Rosenstein (2015) identified education and training as external
factors which potentially explain the increase in reliability within the Uses Aggression
subscale from the 2012 to 2014 administration (Layne, Nemeth, Mueller, et al., 2018). A
Professionalism Taskforce intervention was implemented between these administrations.
It included an education component for team members (Layne, Nemeth, Mueller, et al.,
2018).
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A noteworthy difference between the NBHC and other instruments measuring
negative behaviors is the inclusion of items related to the frequency of experiencing
negative behavior along with frequency of participants using these behaviors. Future
research is necessary in additional acute care settings with more representative samples to
generalize any findings.
Three primary limitations exist with this analysis, including non-response and
self-selection bias, as well as the potential for sampling error. A representative sample of
all available healthcare professionals may not have participated. Participants in both
survey administration periods shared similar characteristics including being mostly white
females, with a minimum of one year of experience. Participant demographics are
reported elsewhere (Layne, Nemeth, Mueller, et al., 2018). Finally, neither the 2012 nor
the 2014 administrations of this instrument assessed instrument stability by administering
the survey questions to the same group of respondents within a short period of time to
compute its test-retest reliability. Future users of this instrument might want to test its
stability to convince themselves of its reliability in the absence of any change in external
factors designed to influence the incidence of negative behaviors in the workplace.
Relevance for Nursing
Negative behaviors within healthcare have established consequences for patient
safety, financial burden to hospitals, and negative consequences on the health of
individuals providing care. Few instruments measure the presence of these behaviors
among members of the healthcare team, and none of the currently published instruments
address fear of retaliation, use of aggression, or perceptions of seriousness of the
behavior (Layne, Nemeth, & Mueller, 2018). Confirming the validity and reliability of an
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additional instrument for healthcare leaders and researchers to assess the presence of
negative behaviors among members of the interprofessional team is a critical next step in
developing multifaceted interventions to improving the established consequences of these
behaviors.

NB HW PSC Page 71
References
Abolfazl Vagharseyyedin, S. (2015). Workplace incivility: a concept analysis. Contemp
Nurse, 50(1), 115-125. doi:10.1080/10376178.2015.1010262
Baron, R., & Neuman, J. (1998). Workplace aggression--the iceberg beneath the tip of
workplace violence: evidence on its forms, frequency, and targets. Public
Administration Quarterly, 21(4), 446-464.
Brooks, A., Polis, N., & Phillips, E. (2014). The new healthcare landscape: disruptive
behaviors influence work environment, safety, and clinical outcomes. Nurse
Leader, 12(1), 39-44.
Byrne, B. (1994). Structural equation modeling with EQS and EQS/Windows : basic
concepts, applications, and programming. Thousand Oaks: Sage Publications.
Cortina, L., Magley, V., Williams, J., & Langhout, R. (2001). Incivility in the workplace:
incidence and impact. Journal of Occupational Health Psychology, 6(1), 64-80.
doi:10.1037/1076-8998.6.1.64
Costello, A., & Osborne, J. (2005). Best practices in exploratory factor analysis: four
recommendations for getting the most from your analysis Practical Assessment,
Research & Evaluation, 10(7), 1-9. Retrieved from http://pareonline.net/pdf/
v10n7.pdf
Dang, D., Nyberg, D., Walrath, J., & Kim, M. T. (2015). Development and validation of
the Johns Hopkins Disruptive Clinician Behavior Survey. American Journal Of
Medical Quality: The Official Journal Of The American College Of Medical
Quality, 30(5), 470-476. doi:10.1177/1062860614544193

NB HW PSC Page 72
Felblinger, D. M. (2011). Incivility and bullying in the nursing workplace. In J. LanganFox, C. L. Cooper, J. Langan-Fox, & C. L. Cooper (Eds.), Handbook of stress in
the occupations. (pp. 5-15). Northampton, MA, US: Edward Elgar Publishing.
Field, A. (2010). Discovering statistics using spss: Sage Publications.
Gaskins, J. (2016, 6/17/2017). CFA gaskination's statwiki. Retrieved from
http://statwiki.kolobkreations.com/
Guidroz, A., Burnfield-Geimer, J. L., Clark, O., Schwetschenau, H. M., & Jex, S. M.
(2010). The Nursing Incivility Scale: development and validation of an
occupation-specific measure. Journal of Nursing Measurement, 18(3), 176-200.
doi:10.1891/1061-3749.18.3.176
Guidroz, A. M., Burnfield-Geimer, J. L., Clark, O., Schwetschenau, H. M., & Jex, S. M.
(2010). The nursing incivility scale: development and validation of an occupationspecific measure. J Nurs Meas, 18(3), 176-200.
Harris, P. A., Taylor, R., Thielke, R., Payne, J., Gonzalez, N., & Conde, J. G. (2009).
Research electronic data capture (REDCap)—A metadata-driven methodology
and workflow process for providing translational research informatics support.
Journal of Biomedical Informatics, 42(2), 377-381.
doi:https://doi.org/10.1016/j.jbi.2008.08.010
Layne, D., Nemeth, L. S., & Mueller, M. (2018). Negative behavior in healthcare:
integrative review of instruments. Medical Research and Care (under review).
Layne, D., Nemeth, L. S., Mueller, M., Schaffner, M. J., Stanley, K. S., Martin, M. M., &
Wallston, K. (2018). Negative behaviors in healthcare: prevalence and strategies
Journal of Nursing Management, 1-7. doi:https://doi.org/10.1111/jonm.12660

NB HW PSC Page 73
Li, C.-H. (2016). Confirmatory factor analysis with ordinal data: comparing robust
maximum likelihood and diagonally weighted least squares. Behavior Research
Methods, 48(3), 936-949. doi:10.3758/s13428-015-0619-7
Malhotra, N., & Dash, S. (2011). Marketing research : an applied orientation (6th ed.).
New Delhi: Pearson.
McNamara, S. A. (2012). Incivility in nursing: unsafe nurse, unsafe patients. AORN J,
95(4), 535-540. doi:10.1016/j.aorn.2012.01.020
Moss, S. (2016, 6/27/2016). Fit indices for structural equation modeling. Retrieved from
https://www.sicotests.com/psyarticle.asp?id=277
Nemeth, L. S., Stanley, K. M., Martin, M. M., Mueller, M., Layne, D., & Wallston, K. A.
(2017). Lateral Violence in Nursing Survey: Instrument Development and
Validation. Healthcare (Basel), 5(3), 33. doi:10.3390/healthcare5030033
Nunnally, J., & Bernstein, I. (1994). Psychometric theory (3 ed.). New York: McGrawHil.
Osatuke, K., Moore, S., Ward, C., Dyrenforth, S., & Belton, L. (2009). Civility, Respect,
Engagement in the Workforce (CREW): Nationwide Organization Development
Intervention at Veterans Health Administration. The Journal of Applied
Behavioral Science,, 45(3), 384-410.
Polit, D. (2010). Statistics and data analysis for nursing (2 ed.). Boston: Pearson.
Rosenstein, A. H. (2015). Addressing the causes and consequences of disruptive
behaviors in the healthcare setting. Journal of Psychology & Clinical Psychiatry,
3(3). doi:10.15406/jpcpy.2015.03.00136

NB HW PSC Page 74
Schumacker, R. E., & Lomax, R. G. (2004). A beginner's guide to structural equation
modeling (2 ed.). Mahwah, NJ: Lawrence Erlbaum Associates.
Stanley, K. M., Martin, M. M., Nemeth, L. S., Michel, Y., & Welton, J. M. (2007).
Examining lateral violence in the nursing workforce. Issues In Mental Health
Nursing, 28(11), 1247-1265.
Strickland, O. L. (2003). Using Factor Analysis for Validity Assessment: Practical
Considerations. Journal of Nursing Measurement, 11(3), 203-205.
Trépanier, S.-G., Fernet, C., Austin, S., & Boudrias, V. (2016). Work environment
antecedents of bullying: A review and integrative model applied to registered
nurses. International Journal Of Nursing Studies, 55, 85-97.
doi:10.1016/j.ijnurstu.2015.10.001
Vagharseyyedin, S. A. (2015). Workplace incivility: a concept analysis. Contemp Nurse,
50(1), 115-125. doi:10.1080/10376178.2015.1010262
Waschgler, K., Ruiz-Hernandez, J. A., Llor-Esteban, B., & Jimenez-Barbero, J. A.
(2013). Vertical and lateral workplace bullying in nursing: development of the
hospital aggressive behaviour scale. J Interpers Violence, 28(12), 2389-2412.
doi:10.1177/0886260513479027
Wilson, B. L., & Phelps, C. (2013). Horizontal hostility: a threat to patient safety. JONAS
Healthc Law Ethics Regul, 15(1), 51-57; quiz 58-59.
doi:10.1097/NHL.0b013e3182861503

NB HW PSC 75

Manuscript 3: Formative Quantitative Analysis
This paper is electronically published ahead of print in the Journal of Nursing
Management (reprinted with permission). Layne, D., Nemeth, L. S., Mueller, M.,
Schaffner, M. J., Stanley, K. S., Martin, M. M., & Wallston, K. (2017). Negative
behaviors in healthcare: prevalence and strategies. DOI:
https://doi.org/10.1111/jonm.12660
Negative Behaviors in Healthcare: Prevalence and Strategies
Abstract
Aim Evaluate the effectiveness of a Professionalism Taskforce and the prevalence of
negative behaviors across interdisciplinary groups at a southeastern United States
academic medical center.
Background Negative behaviors within healthcare organizations may undermine patient
safety. These behaviors are associated with decreased productivity, increased turnover,
and poor patient and staff outcomes.
Methods A pre-post study design using an adapted instrument, the Negative Behaviors in
HealthCare (NBHC) survey, assessed perceptions of negative behaviors by physicians,
clinical and managerial staff both before and after a Professionalism Taskforce was
convened in 2012 to identify and promulgate key strategies to improve behaviors.
Results 1980 respondents completed the pre-survey in January 2012 and 1423 completed
the post-survey in 2014. Significant reductions in use of lateral aggression (LA) and
vertical aggression (VA) (χ2=5.65, p < 0.017), observation of LA and VA (χ2=4.90, p <
0.027), and experience with contributing factors associated with negative behaviors
(χ2=9.03, p < 0.003) were identified.
Conclusions Findings suggest that a Professionalism Taskforce guiding key strategies to
elevate professionalism significantly affected beliefs about lateral and vertical aggression.
Implications for Nursing Management Decreasing negative behaviors in healthcare will
require additional strategies, and consistent implementation. Additional research
addressing fear, retaliation, and job stress and linking of these behaviors to patient safety
outcomes is required.
Keywords: horizontal aggression, disruptive behavior, bullying, professionalism
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of negative behaviours across interdisciplinary groups at a south‐eastern US aca‐
demic medical centre.
Background: Negative behaviours within health care organisations may undermine
patient safety. These behaviours are associated with decreased productivity, in‐
creased turnover, and poor patient and staff outcomes.
Methods: A pre‐post study design using an adapted instrument, the Negative
Behaviors in HealthCare (NBHC) survey, assessed perceptions of negative behav‐
iours by physicians, clinical, and managerial staff both before and after a profession‐
alism taskforce was convened in 2012 to identify and promulgate key strategies to
improve behaviours.
Results: The 1,980 respondents completed the pre‐survey in January 2012 and
1,423 completed the post‐survey in 2014. Significant reductions in use of lateral ag‐
gression (LA) and vertical aggression (VA) (χ2 = 5.65, p < 0.017), observation of LA
and VA (χ2 = 4.90, p < 0.027), and experience with contributing factors associated
with negative behaviours (χ2 = 9.03, p < 0.003) were identified.
Conclusions: Findings suggest that a professionalism taskforce guiding key strategies
to elevate professionalism significantly affected beliefs about lateral and vertical
aggression.
Implications for nursing management: Decreasing negative behaviours in health care
will require additional strategies and consistent implementation. Additional research
addressing fear, retaliation, and job stress, and linking these behaviours to patient
safety outcomes, is required.
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1 | I NTRO D U C TI O N

workers, and/or patients and families that interferes with patient
care (Brooks et al., 2014). Two primary constructs included within

Disruptive behaviour within the health care setting is concomi‐

disruptive behaviour involve lateral aggression and vertical aggres‐

tant with decreased productivity, absenteeism, turnover, and de‐

sion. Lateral aggression (LA) is defined as acts occurring between

creased patient safety (Brooks, Polis, & Phillips, 2014; Felblinger,

colleagues that inflict psychological pain. Vertical aggression (VA)

2011). Varying definitions of disruptive behaviour exist. However,

represents aggression occurring between colleagues with varying

in its most simplistic form, disruptive behaviour is described as any

power levels. Vertical aggression may occur upward from subor‐

style of interaction between health care team members, health care

dinate to leader or downward from leader to subordinates. These
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definitions were adapted from the original lateral violence (LV)

within health care environments (DeMarco, Roberts, & Chandler,

definition utilized in the Lateral Violence in Nursing Survey (LVNS)

2005; Griffin, 2004; Nemeth et al., 2017; Stanley et al., 2007).

(Stanley, Martin, Nemeth, Michel, & Welton, 2007).
The Institute of Medicine reports on patient safety (Institute
of Medicine, 2007; Institute of Medicine, 2000) and the Joint

1.1 | Current published interventions

Commission standard related to disruptive and inappropriate be‐

Established interventions to address negative behaviours within

haviour (The Joint Commission, 2008) increased the urgency of

the health care environment include formal policies, educational

knowing the causes, prevalence, and severity of negative behaviours

interventions related to conflict management and teamwork, and

in health care. Professional organisations including the American

multidisciplinary meetings to address behaviours, and leader inter‐

Medical Association, the American Nurses’ Association, and the

ventions (Berman‐Kishony & Shvarts, 2015). Formal policies provide

American College of Healthcare Executives endorsed a zero tol‐

the infrastructure to support employers in providing a safe work en‐

erance position for disruptive behaviour due to the harmful con‐

vironment for staff; however, without enforcement these policies

sequences for patients and the work environment (Brooks et al.,

are useless (Longo, 2010). Educational interventions, such as the

2014). Center for American Nurses (2008), The American Nurses

cognitive rehearsal strategies introduced by Griffin (2004), provide

Association (2010) and (2015) established a strong position against

a mechanism for employees to practise communication skills for

lateral violence (LV) in nursing, subsequent to increased reporting of

navigating difficult conversations in the moment. Other educational

LV in the nursing literature over the past two decades.

interventions, such as TeamSTEPPS 2.0 released by the Agency for

Physicians are among the primary participants in workplace

Healthcare Research and Quality (AHRQ) (2007), provide organised

bullying, although anyone working within the health care environ‐

communication methods to address conflict. Although these inter‐

ment could engage in these types of behaviours (Lamberth, 2015).

ventions individually provide specific strategies to address negative

Disruptive and negative behaviours displayed by nurses, physicians,

behaviours, a comprehensive strategy addressing the complexity of

and other health care workers have been documented (Farrell &

negative behaviours is lacking in the published evidence.

Shafiei, 2012; Hutchinson, Vickers, Jackson, & Wilkes, 2006;

The aim of this study was to determine the effectiveness of

Manderino & Berkey, 1997; O’Daniel & Rosenstein, 2008; Quine,

a professionalism taskforce and associated subgroups assigned

1999; Walrath, Dang, & Nyberg, 2010, 2013). A growing body of

to manage process, communications, and accountability as a

knowledge exists related to the role of nursing within this phenom‐

noteworthy intervention to reduce the prevalence of negative

enon. Significant research addressed negative nurse behaviours

behaviours in health care at an academic medical centre in the

and their influence on unit environment, retention, and cost to nurs‐

south‐eastern USA.

ing (Cox, 1987; DeMarco, 2002; Dunn, 2003; Farrell, 1997, 1999
; Hutchinson, Wilkes, Jackson, & Vickers, 2010; Johnson & Rea,
2009; Longo & Sherman, 2007; McKenna & Boyle, 2016; Simons,

2 | CO N C E P T UA L FR A M E WO R K

2008; Skillings, 1992; Vessey, DeMarco, & DiFazio, 2011; Vessey,
DeMarco, Gaffney, & Budin, 2009). Psychological and emotional

Disruptive behaviour encompasses several forms of negative be‐

consequences for the recipients of LV are well documented, includ‐

haviours in varying degrees from nonverbal messaging, such as eye

ing decreased self‐esteem, decreased passion for the profession

rolling, to condescending communication, withholding assistance

(Chu & Evans, 2016), depression, self‐hatred, and feelings of pow‐

or information, sabotaging another to fail, and other nonproductive

erlessness (Chu & Evans, 2016; Embree & White, 2010). Gaffney,

communication such as gossip. Guided by prior experiences with

DeMarco, Hofmeyer, Vessey, and Budin (2012) identified nurses

the administration of the LVNS (Stanley et al., 2007), the Negative

who experience LV and reported attempting to “make things right”

Behaviors in Healthcare Survey (NBHC) was developed to assess the

by understanding the details surrounding the event, assessment of

incidence of negative behaviours of health care workers within an

the situation, taking action, and judging the outcomes. Recognition

academic medical centre environment.

of the power differential within the work environment can lead to

Language describing negative behaviours shifted from the term

feelings of oppression; along with the craving for a healthy work

“violence” (within the LVNS) to “aggression” (within the NBHC) in

environment, these factors motivate many nurses to end LV (Myers

order to decrease the possible negative connotation associated with

et al., 2016). Novice nurses are a unique population at risk of the

the term “violence.”

consequences of LV, including decreased productivity, and there

One theory that describes the complex relationship between

is an increased likelihood that they will consider leaving the pro‐

factors influencing interpersonal interactions between members

fession (Berry, Gillespie, Gates, & Schafer, 2012; Vogelpohl, Rice,

of the interprofessional team is the Leader Member Exchange

Edwards, & Bork, 2013). Evidence exists describing the seriousness

Antecedents and Consequences Theoretical Framework (LMX—

of LV and the susceptibility of the profession to LV; however, few

Dulebohn, Bommer, Liden, Brouer, & Ferris, 2012). The LMX frame‐

evaluations of specific interventions to decrease the presence of

work addresses the intricate relationship between members of the

LV are available in the literature and none among those identified

interprofessional team through four antecedents: (a) follower char‐

evaluated these behaviours within all interdisciplinary personnel

acteristics; (b) leader characteristics; (c) interpersonal relationships;
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and (d) contextual factors and consequences of the relationship

Finally, responses to nine questions related to experiences with lat‐

between members of the interprofessional team (Dulebohn et al.,

eral (LA) or vertical aggression (VA) were aggregated into three sub‐

2012). Follower characteristics include personality traits, positive/

scales of three‐items each: observation of LA or VA; utilization of LA

negative affinity, and locus of control (Dulebohn et al., 2012; Kessler,

or VA; and being a recipient of LA or VA (three items).

2013) whereas leader characteristics include personality traits dis‐
played by the leader. Interpersonal relationships encompass charac‐
teristics influencing the relations between individuals such as trust

3.1.2 | Intervention

and perceived similarities, which influence the interaction between

Following initial survey administration in February 2012 and data anal‐

individuals. The final antecedent, contextual factors, include envi‐

ysis in March 2012, descriptive statistics were prepared to summarize

ronmental characteristics that could influence the interaction such

findings for presentation to key stakeholders. The data made clear the

as unit location or cultural factors (Dulebohn et al., 2012; Kessler,

need to promote organisation‐wide awareness of problems with LA

2013). Finally, within the LMX framework, consequences include

and VA in this setting. An interdisciplinary team convened by the chief

both positive and negative results from the interaction, satisfaction,

nursing officer examined the survey findings, developed recommenda‐

and organisational commitment along with many other outcomes

tions for improvement, and disseminated strategies to intervene with

(Dulebohn et al., 2012; Kessler, 2013). The NBHC instrument ad‐

negative behaviours. The team, known as the professionalism task‐

dresses follower characteristics, leader characteristics, interper‐

force, initially facilitated presenting baseline survey results at various

sonal relationships, and consequences within the LMX framework.

hospital venues from May 2012 through July 2012. In November 2012,

The process of communication and accountability for managing

over 100 interprofessional staff participated in an all‐day, off‐cam‐

the process was proposed as a noteworthy intervention to reduce

pus, “Negative Behaviors in Healthcare” workshop. This group used

the prevalence of negative behaviours in health care at an academic

BrainWriting techniques to develop strategies to eliminate unprofes‐

medical centre in the south‐eastern USA.

sional behaviours, communicate the change, ensure accountability and
develop a code word, “U‐turn,” as a common signal to “reverse unpro‐

3 | M E TH O DS

fessional behaviour.” BrainWriting techniques involve silently sharing
written ideas in groups, and this strategy is a common creativity strat‐
egy used in marketing, design, and writing (Litcanu, Prostean, Oros, &

Approved by the academic medical centre’s Institutional Review

Mnerie, 2015). The major advantage to using BrainWriting techniques

Board, this study engaged all health care workers employed at the

included the ability to tackle a sensitive topic while minimizing poten‐

hospital during the survey recruitment periods as eligible study

tial interpersonal conflict, and mitigating the risk of potential power

participants.

differentials that might develop during the discussion.
During the timeframe of the survey administration, an organisa‐

3.1 | Sample and setting

tional development programme focused on leadership development,
interprofessional/interdisciplinary team development, and develop‐

The eligible sample for both survey periods included all health care

ment of an American Nurses Credentialing Center (ANCC) Magnet

workers employed at the hospital during the survey recruitment pe‐

nursing application was ongoing within this academic medical set‐

riods, which involved 5,297 employees. This academic medical cen‐

ting. The interventions to reverse negative behaviours coincided in

tre is a 722‐bed centre in the south‐eastern USA.

August 2013 with organisational training for Just Culture. The phi‐
losophy of Just Culture focuses on system design and management

3.1.1 | Measures

of the behavioural choices of all employees (Boysen, 2013). In con‐
trast, many organisations must shift from a culture that traditionally

This study used the Negative Behaviors in Healthcare (NBHC) in‐

focuses on errors and outcomes (Boysen, 2013). Key stakeholders,

strument adapted from the LVNS (Nemeth et al., 2017; Stanley et al.,

including physician and nurse leaders, attended presentations re‐

2007) to measure negative behaviours within the interdisciplinary

lated to Just Culture from September 2013 to December 2013. This

team pre‐intervention in 2012 and post‐intervention in 2014. The

period coincided with an organisational marketing campaign led by

NBHC instrument contained 28 items addressing the contributing

the communications subgroup of the Professionalism Taskforce.

factors of lateral or vertical aggression in the work area (10 items),

Process changes to align with the new organisational goal involved

experiences with lateral and vertical aggression (nine items), serious‐

the inclusion of professionalism in employee performance appraisals,

ness of lateral and vertical aggression (six items), and fear of retali‐

new hiring rounding questions, and new staff training materials. The

ation (three items). Sixteen demographic questions were included

NBHC survey instrument was readministered in September 2014.

in the pre‐ and post‐survey instrument. Ten questions combined to
form the contributing factor subscale. Individual responses for the
three questions related to feelings of retaliation were averaged to

3.2 | Data analysis

form the retaliation subscale, and the six questions related to seri‐

Data from both surveys were screened for missing values. A con‐

ousness were averaged to form the seriousness of LA or VA subscale.

sistent coding strategy was applied where higher values indicated

4
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TA B L E 1 The distribution of participant characteristics for both
survey periods
2012 survey
(n = 1,918)

Time

2014
survey
(n = 1,423)

4 | R E S U LT S
Table 1 provides descriptive information on selected demographic
characteristics of each of the survey samples. The majority of the
survey participants reported nursing as their field of work: n = 947 in
2012 and 814 in 2014 (54% and 60%, respectively), 178 participants

Variable

Category

n

%

n

%

Age

20–30

367

19

226

16

31–40

503

26

406

29

41–50

473

25

379

27

51–60

389

20

316

22

>60

100

5

96

7

The majority of participants (58% in 2012; 59% in 2014) reported be‐

No response

86

4

0

0

tween 1 and 15 years’ experience in both survey periods. Sixty‐seven

<1 year

116

6

71

5

per cent of participants in 2012 reported receiving prior training re‐

1–5 years

574

30

376

26

lated to disruptive behaviour (also known as behaviours that under‐

6–15 years

544

28

476

33

mine a culture of safety) compared to 77% of respondents in 2014.

16–30 years

403

21

329

23

Prior training related to disruptive behaviour was significantly associ‐

30 years

104

5

88

6

No response

177

9

83

6

White

1,589

Black or
African
American

163

Other

51

3

55

4

No response

115

6

19

1

Female

1,356

80

1,107

82

Male

333

20

239

18

No response

591

31

0

High‐school
diploma

2

Associates
degree

Experience

Race

Gender

Completed degree

Field

83
8

1,227
122

86
9

identified themselves as physicians in 2012, and 132 identified as phy‐
sicians in 2014. Physicians consistently represented approximately
10% of the overall sample. Level of education reported by participants
increased over time, with 48% of participants reporting a bachelor’s
degree or higher in 2012 compared to 63% of participants in 2014.

ated with timing of survey administration (χ2 [1] = 38.63 p < 0.0001).
Means and standard deviations were compared for each of the six
NBHC subscales between survey administration in 2012 and 2014
(Table 2). Kruskal–Wallis tests revealed that three of six subscales
were significantly different following the professionalism taskforce
intervention. Mean scores for the contributing factors, observe LA

0

0

204

14

414

22

276

19

Bachelor's
degree

477

25

480

34

Graduate
degree

434

23

407

29

Other

0

0

58

4

Medicine

178

10

132

10

Nursing

947

54

813

60

Pharmacy

89

5

68

5

Therapy

109

6

187

14

Other

369

21

147

11

No response

50

3

0

0

or VA, and use LA or VA subscales decreased after the intervention
compared to before indicating lower LA and VA (all p values <0.03).
Although the receive LA or VA, fear of retaliation, and seriousness
subscales were not significantly different between survey periods,
individual subscale items demonstrated improved performance in up‐
ward VA, safety from retaliation following reporting of episodes of LA
and VA upward improved (Table 3). Means and standard deviations for
both survey periods are reported for items of the contributing factor
subscale and the seriousness subscale because some of the individ‐
ual items improved whereas some did not improve despite significant
overall improvement between survey administration periods.

5 | LI M ITATI O N S
Potential study limitations include nonresponse and self‐selection
biases as well as sampling error because the sample population may
not have been representative of all health care workers. The sample
was predominately white females who completed bachelor’s degree
programmes or higher with at least one year of experience. It may
therefore be difficult to generalize these findings to more diverse
populations. Although psychometric properties for the NBHC in‐

higher frequency of observed negative behaviour and lower values

strument are not currently published, the instrument was based on

indicated less frequent negative behaviour. Missing values for indi‐

a previously published instrument—the LVNS (Nemeth et al., 2017),

vidual survey responses were replaced by individual question median

which was shown to be reliable and valid. Competing priorities and a

responses prior to calculating each of the six subscales. Descriptive

challenging constant pace of change facing the health care landscape

statistics and comparative analysis were conducted using SPSS ver‐

are two potential limiting success factors in the implementation of a

sion 22 (IBM, 2013). At the subscale level, the Kruskal–Wallis analysis

professionalism task force as well as any other proposed interven‐

examined the effects of a professionalism taskforce intervention on

tion to address negative behaviours in health care. Study design is

self‐reported experiences with negative behaviours in health care.

also a limitation because of the inability to eliminate history as a

|
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TA B L E 2

Means, standard deviations, and 95% confidence intervals and Kruskal–Wallis results, NBHC subscales for both survey periods
2012

2014

M (SD)

Contributing factors

2.55 (0.67)

(2.52, 2.58)

2.49 (0.63)

(2.46, 2.53)

9.03

0.003

Observe LA or VA

1.77 (0.82)

(1.73, 1.80)

1.69 (0.77)

(1.65, 1.73)

4.90

0.027

Use LA or VA

1.04 (0.18)

(1.03, 1.05)

1.03 (0.16)

(1.02, 1.04)

5.65

0.017

Receive LA or VA

1.46 (0.66)

(1.43, 1.49)

1.44 (0.63)

(1.40, 1.47)

1.35

0.246

Retaliation subscale

2.61 (0.84)

(2.57, 2.65)

2.61 (0.83)

(2.57, 2.65)

0.01

0.974

Seriousness subscale

2.12 (0.96)

(2.07, 2.16)

2.07 (0.93)

(2.02, 2.12)

1.54

0.215

TA B L E 3 Means, standard deviations,
and 95% confidence intervals for individual
contributing factor items and seriousness
subscales for both survey periods

95% CI

M (SD)

χ2

NBHC subscales

NBHC subscales

95% CI

p

2012 survey (n = 1,918)

2014 survey (n = 1,479)

Mean + (SD)

Mean + (SD)

95% CI

95% CI

Contributing factor subscale
Rude behaviour

2.82 (0.98)

(2.77, 2.86)

2.70 (0.97)

(2.66, 2.75)

Major personality
clashes

2.73 (0.90)

(2.69, 2.77)

2.64 (0.90)

(2.59, 2.68)

Power and control
issues

2.91 (0.94)

(2.86, 2.95)

2.82 (0.94)

(2.78, 2.87)

Inadequate staff/
resources to handle
workload

2.77 (0.92)

(2.73, 2.82)

2.87 (0.90)

(2.82, 2.91)

Job stress leading to
loss of control of
behaviour

2.64 (0.89)

(2.60, 2.68)

2.64 (0.87)

(2.60, 2.68)

Misunderstandings
related to gender

1.93 (0.78)

(1.90, 1.97)

1.83 (0.75)

(1.79, 1.87)

Misunderstandings
related to cultural
differences

2.02 (0.82)

(1.98, 2.05)

1.90 (0.77)

(1.87, 1.94)

Targeted person not
willing to stand up to
perpetrator

2.55 (0.90)

(2.51, 2.59)

2.45 (0.90)

(2.43, 2.52)

Leaders not willing to
intervene

2.61 (1.01)

(2.57, 2.66)

2.49 (0.97)

(2.45, 2.54)

Peers not willing to
intervene

2.62 (0.90)

(2.58, 2.66)

2.56 (0.87)

(2.52, 2.60)

LA toward health care
professional peers

2.06 (1.09)

(2.02, 2.12)

2.04 (1.07)

(1.99, 2.10)

LA toward health care
professional

2.01 (1.15)

(1.95, 2.06)

1.99 (1.13)

(1.94, 2.06)

VA directed downward

2.15 (1.11)

(2.10, 2.20)

2.09 (1.12)

(2.03, 2.15)

VA directed upward

1.92 (1.05)

(1.88, 1.97)

1.85 (1.03)

(1.80, 1.90)

Compared to other
job‐related stressors
LA is …

2.24 (1.11)

(2.19, 2.29)

2.19 (1.09)

(2.13, 2.25)

Compared to other
job‐related stressors
VA is

2.32 (1.12)

(2.27, 2.37)

2.24 (1.11)

(2.19, 2.29)

Seriousness subscale

5

6
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potential alternative explanation for the improvement seen in the

complex issue plaguing their work environment as well as influenc‐

2014 survey results. For example, implementation of Just Culture at

ing the outcomes of patients with whom they are privileged to part‐

the hospital during the same period as the professionalism taskforce

ner in delivering quality care.

could have influenced results. Finally, it is unknown how many par‐
ticipants who responded in 2012 may have also responded in 2014,
creating an undetermined degree of overlap between the pre‐ and
post‐implementation samples.

E T H I C A L A P P R OVA L
This exempt study was approved by the Medical University of South
Carolina, Institutional Review Board, study number Pro00014752.

6 | CO N C LU S I O N S
A noteworthy difference between the professionalism taskforce
intervention and existing evidence‐based interventions includes
the multifaceted approach of the professionalism taskforce, which
addressed strategies for staff to communicate effectively in chal‐
lenging situations, provided infrastructure for managing behav‐
iours, and integrated professional behaviour as an expectation
of culture. Findings indicated significant reductions in reported
experiences with LA and VA among health care workers over the
2+ year period between the pre‐intervention and post‐interven‐
tion surveys. No differences were found in perceptions of fear
of retaliation and the seriousness of LA and VA from the pre‐in‐
tervention survey administration to the post‐intervention survey
administration. Negative behaviour within health care is a per‐
plexing issue, and complex interventions are required to address
it. Griffin (2004) asserted that the most effective interventions to
address workplace bullying are those that include a component
of cognitive rehearsal. Aligning with the results from this study,
other researchers have used cognitive rehearsal as a successful
intervention to address these behaviours within many settings
(Griffin & Clark, 2014).
Further research reporting the specific prevalence of behaviours
that undermine a culture of safety in health care workers along with
targeted interventions to improve performance are necessary to
mitigate the known consequences of these behaviours including ab‐
senteeism, decreased productivity, turnover, and poor patient out‐
comes (Brooks et al., 2014; Felblinger, 2009).

7 | I M PLI C ATI O N S FO R N U R S I N G
M A N AG E M E NT
A professionalism taskforce intervention as a mechanism to de‐
crease staff perception of negative behaviours within health care
measured by reported experiences with lateral and vertical aggres‐
sion demonstrated promising results within this study. While further
research is necessary to determine additional effective interven‐
tions to reduce perceptions of experiences with contributing factors
of negative behaviour and feelings of retaliation, it is possible that
staff involvement with a professionalism taskforce could positively
influence the development of effective strategies to address these
issues. Development of such an intervention provides a unique op‐
portunity to involve staff in collaborating to develop solutions to a
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Abstract
Objective: Behaviors that undermine a culture of safety within hospitals threaten overall
wellbeing of healthcare workers as well as patient outcomes. Existing evidence suggests negative
behaviors adversely influence patient outcomes, employee satisfaction, retention, productivity,
absenteeism, and employee engagement (1-3). Our objective was to examine the presence of
negative behaviors within a healthcare system and the influence of negative behaviors among
healthcare workers on perceptions of patient safety culture and publicly reported mortality
outcomes.
Design:
Using a cross-sectional design, the Negative Behaviors in HealthCare Survey (NBHC) and
selected composites of the Agency for Healthcare Research and Quality (AHRQ) Hospital
Survey on Patient Safety Culture (HSOPS) were combined within an electronic survey which
was administered to physicians, clinical and managerial staff.
Setting: A multihospital healthcare system located in the southeastern United States.
Participants: Healthcare workers with direct patient care responsibilities and/or responsibilities
to support team members providing direct patient care.
Results: Exposure to contributing factors of negative behaviors was moderately correlated with
participants’ perceptions of teamwork within units, management response to error and overall
patient safety grade. Use of aggression and fear of retaliation were moderately correlated with
management response to error.
Conclusions: Reducing healthcare worker exposure to contributing factors of negative behavior
may result in increased perceptions of teamwork within a hospital unit. While addressing use of
aggression of staff and fear of retaliation potentially positively influences management response
to error.
Funding: Principal investigator was awarded 2018 New Investigator Award from Gamma
Omicron chapter of Sigma Theta Tau International SCTR - Biomedical Informatics Services
grant support (NIH/NCATS UL1 TR001450).
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Introduction
Limited evidence exists examining the relationship of negative behaviors displayed
among acute care hospital interprofessional team members, although several published studies
evaluated this phenomenon within single disciplines such as nurses or physicians. Previous
research among single disciplines supports that negative behaviors are associated with negative
patient outcomes, decreased productivity, employee retention, satisfaction, engagement and
increased absenteeism1 2. Professional and regulatory organizations have responded to dangers
of negative behaviors by developing position statements 2 and implementing regulations to
ensure hospitals have adequate prevention measures3.
Healthcare worker burden exists evidenced by the psychological and emotional
consequences of negative behaviors for the healthcare worker, including decreased self-esteem,
decreased passion for the profession, depression, self- hatred, and feelings of powerlessness 4-6.
Additionally, negative behaviors in the healthcare work environment increase patient burden of
care in the form of increased medication errors7 8, delays in treatment7 8, increased patient falls7 8,
and increased mortality9-13. Despite extensive available literature related to patient safety limited
empirical data exists examining the relationship between negative behaviors and publically
reported patient outcomes. The objective of this study was to examine the presence of negative
behavior among interprofessional team members within acute care hospitals and evaluate how
these negative behaviors impact patient safety culture and clinical quality indicators related to
mortality. AHRQ mortality metrics were selected based on an established connection within the
literature linking negative behaviors to increased patient harm9 10 12-14 however mortality was not
specifically measured utilizing AHRQ patient safety indicators.
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Methods
Study design
A descriptive correlational cross-sectional study design was utilized to measure primary
and secondary outcomes. An anonymous survey was distributed via electronic mail to all clinical
employees of a North Carolina based healthcare system. Data collection occurred over four
weeks (August to September 2018) to ascertain employee perceptions of patient safety culture,
and negative behaviors utilizing valid and reliable instruments. Additionally, data from AHRQ
patient safety indicators were used to investigate the relationship between the presence of
negative behaviors and mortality outcomes.
Study setting and participant recruitment
Following Institutional Review Board approval from the study site and Medical
University of South Carolina, participant recruitment was undertaken in a large healthcare
system. This included an academic level one trauma center and affiliated community hospitals
within the southeastern United States. An email invitation and survey link were sent to all
healthcare workers currently employed within these hospitals. The PI did not directly recruit
participants at the request of the healthcare system. Five research interns rounded on hospital
units, and in key areas such as the physician cafeteria with an iPad to encourage participation.
Eligible participants included individuals with direct patient care responsibilities (physicians,
advanced practice professionals, nursing staff) and support services defined as disciplines which
provide services which influence patient care (pharmacy, laboratory, nutrition, nursing assistants,
physical, occupational and recreational therapy, and dietary), as well as team members providing
support to direct patient care providers (Clinical Nurse Specialist, education, quality, research,
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and leadership roles). Excluded were student learners and employees working outside of the
hospital setting such as home health, or hospice.
Instrument validity and administration
Specific composites within the AHRQ Hospital Survey on Patient Safety Culture
HSOPS15 instrument were selected based on their potential to be influenced by the items
measured by the NBHC instrument to measure perceptions of patient safety culture. Applicable
composites included teamwork within units, supervisor/manager expectations & actions
promoting patient safety, management support for patient safety, communication openness,
teamwork across units, staffing and overall patient safety grade. . These composites had
previously demonstrated acceptable psychometric properties with the exception of Staffing
(Cronbach alpha = 0.62)16 ; the decision to include this composite was due to the established link
of staffing and turnover intention within the negative behavior literature17. Composites not
included within the study were duplicative or specifically addressing process measures of patient
safety culture.
The NBHC instrument includes 25 items measuring contributing factors (Cronbach alpha
= 0.92) and severity of negative behaviors (Cronbach alpha = 0.92), fear of retaliation (Cronbach
alpha = 0.91), frequency of negative behaviors (Cronbach alpha = 0.81) and use of aggression
(Cronbach alpha = 0.64). 18 The NBHC18 was utilized to measure the presence of negative
behaviors by eligible participants. Psychometric analysis was previously reported; results
revealed convergent and divergent validity as well as internal consistency reliability with
Cronbach’s alpha ranging from 0.64 to 0.92 for the five NBHC subscales. 18
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Utilizing AHRQ version 7.0 the aggregate rate per 1000 patients for PSI 2 (death in low
mortality diagnostic related groups) and PSI 4 (death in surgical patients with serious treatable
complications) was calculated from July 2017 through August 2018 to examine whether negative
behaviors were associated with increased mortality.
Study data were collected and managed using REDCap electronic data capture tools,
hosted at the Medical University of South Carolina.1 REDCap (Research Electronic Data
Capture) is a secure, web-based application designed to support data capture for research studies,
providing 1) an instinctual interface for validated data entry; 2) audit trails for tracing data
manipulation and availability for export procedures; 3) automated export capability for seamless
data downloads to common statistical packages; and 4) capability for importing data from
external sources. 19
Data analysis
Data were extracted from REDCap19 and imported into SPSS 2420 for data analysis. A
consistent coding strategy was applied to the HSOPS composites based on the AHRQ Patient
Safety Culture User Guide. Mean scores were calculated for each composite with higher scores
indicating positive response (neutral, agree, or strongly agree), indicating a higher degree of
agreement with the specific composite for example teamwork within units. Additionally, data
from the NBHC instrument were consistently coded where higher values indicated higher
incidences of observed negative behaviors, and lower values indicated lower incidence of
negative behaviors. Analysis of missing values within each HSOPS composite, as well as NBHC
subscale indicated the need to utilize mean value substitution to ensure sufficient sample size for
data analysis. Mean substitution was utilized for responses with partial answers including at least
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two responses within a single composite or subscale. Cases were excluded if all responses were
missing from all of the composites or all items within a specific composite or subscale.
Assumptions for Spearman’s correlation were met. Spearman’s correlations were conducted
between each of the five NBHC subscales, overall patient safety grade, and the seven HSOPS
composites.
Further, due to cell size for certain categories of the HSOPS composites, Likert scale
responses for both HSOPS and NBHC were collapsed into binary variables with agree or
strongly agree versus neutral, disagree or strongly disagree. Binary Logistic regression was used
to investigate which independent variables (contributing factors, fear of retaliation and frequency
of aggression) served as predictors for HSOPS composites or overall patient safety grade. A total
of 21 regression pairs were analyzed. Finally aggregate rates per 1000 eligible patients were
compared by hospital type via Z-tests for population proportions utilizing a Z score calculator 21
to determine if significant differences occurred between community hospitals and the academic
medical center.
Results
The majority of respondents were female healthcare workers employed by an academic
hospital with between six and thirty years of experience and between two to four years of college
completed (see Table 1). Moderate correlations greater than 0.5022 were identified between two
of the HSOPS composites and two of the NBHC subscales while low correlations (between 0.30
and 0.50) 22 were identified between four of the HSOPS composites and three of the NBHC
subscales (see Tables 2). Positive correlations existed between contributing factors and
teamwork within units and response to error indicating that as response to error and teamwork
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within units increase, exposure to contributing factors also increases. Further as overall patient
safety grade decreases exposure to contributing factors increases. Negative correlations existed
between teamwork within units and frequency of aggression, use of aggression and fear of
retaliation indicating that as frequency and use of aggression increase, teamwork within units
decreases, which also applies to the relationship of fear of retaliation and teamwork within units.
Additionally, positive correlations existed between response to error, frequency of aggression
and fear of retaliation indicating that as response to error increased frequency of aggression and
fear of retaliation also increased, while when response to error increases use of aggression
decreases. As overall patient safety grade decreases frequency of aggression and fear of
retaliation increase while use of aggression increases when overall patient safety grade increases.
Rates per 1000 eligible patients for death in low mortality DRG (PSI 2) were not significantly
different between the academic hospital and community hospital (z=0.89, p=0.37)21 while
significantly fewer patients experienced death with serious treatable complications (PSI 4) at
community hospitals than at the academic center (z=3.01, p=0.002)21.
Regression results indicated that participants exposed to contributing factors significantly
predicted six of the HSOPS composites. Those participants reporting less exposure to
contributing factors have 8.3 higher odds of agreeing teamwork within units exists (OR= 1/0.12,
χ2 = 62.20, p < 0.001). Participants reporting less exposure to contributing factors have 2.28
higher odds of also reporting disagreement management support for patient safety exists (p=
0.001), as well as having 2.27 higher odds reporting disagreement with communication openness
(p= 0.00).
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Additionally, participants reporting less exposure to contributing factors have about twice
the odds of reporting teamwork within than those reporting agreement with exposure to
contributing factors (OR=2.04, p< 0.03), of reporting inadequate staffing (OR = 2.12, p=0.01),
and of reporting a punitive response to error (OR=2.17, p<0.001) than those reporting a nonpunitive response to error.
Fear of retaliation significantly predicted four HSOPS composites. Participants who
reported experiencing fear from retaliation have almost 4 times higher odds to report teamwork
within units than those not reporting teamwork (OR=3.71, p<0.001), and nearly 2 times higher
odds to report agreement with supervisor/manager expectations & actions promoting patient
safety than those not reporting supervisor/manager expectations & actions promoting patient
safety (OR=1.96, p=0.05). While participants reporting fear of retaliation have about twice the
odds of reporting inadequate staffing than those reporting less fear of retaliation (OR=1.92,
p=0.01), also have almost 4 times higher odds of reporting a positive response to error than those
reporting a punitive response to error (Or=3.95, p<0.001). Frequency of aggression significantly
predicted two HSOPS composites. Participants reporting less frequency of negative behaviors
have 8.3 higher odds of reporting teamwork within units compared to those who reported no
teamwork within units (p<0.001). While those reporting less frequent negative behavior have 2.6
higher odds of reporting positive supervisor/manager expectations & actions promoting patient
safety than those reporting negative supervisor/manager expectations & actions promoting
patient safety (p<0.04). Additionally, participants reporting less frequency of aggression have 2.4
higher odds to report non-punitive response to error than those reporting a punitive response to
error (p=0.01).
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Models between contributing factors and significant HSOPS composites accurately
predicted greater than 75% of cases accurately with the exception of management support for
patient safety, which accurately predicted 57%. Significant models involving fear of retaliation
accurately predicted 70% or better with the highest accuracy within overall patient safety grade
at 99% while significant models including frequency of behaviors and significant HSOPS
composites accurately predicted between 70% and 75%. Odds ratios, confidence intervals,
significance and overall model R2 are presented in Table 3.
Aggregate NBHC scale scores indicate higher mean subscale scores for contributing
factors of negative behavior, as well as mean subscale scores for seriousness, and mean use of
aggression occurred within community hospitals compared to the academic medical center (see
Table 4).
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Table 1 Demographic Characteristics by Hospital Type

Highest
Degree
(N-484 )

Age
(N-330)
Gender
(N-373 )
Race
(N-346 )
Experience
(N-352)

Field
(N-344)

High School Degree
2-4 Years College
Graduate Degree
Doctoral Degree
Other
18-25
26-40
41-60
Greater than 60
Female (N-317)
Male (N-56)
White
Black
Other
1 to 5 years
6 to 15 years
16-30 years
Greater than 30 years
Med/Surg
Inpatient
Administration/Leaders
hip
Ambulatory
Care/Outpatient
OR and Procedure
Areas
Critical Care
ED
Obstetrics and
Pediatrics
Other

Academic
Medical Center
(N-215)
26%
26%
9%
7%
8%
6%
19%
30%
3%
47%
9%
45%
10%
0%
13%
17%
17%
4%
7%
6%

Community
Hospitals
(N-162)
0%
29%
6%
4%
7%
2%
13%
22%
3%
36%
5%
35%
6%
0%
5%
11%
13%
6%
4%
3%

4%

3%

1%

4%

3%

1%

4%

3%

0%

4%
1%

2%
5%

0%
0%

3%

2%

0%

24%

16%

0%
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Both Hospital
Types
(N-10)
0%
1%
1%
0%
0%
0%
1%
1%
1%
2%
1%
2%
0%
0%
0%
1%
1%
1%
0%
0%
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Table 2 Spearman’s Correlations between Selected Hospital Survey on Patient Safety
Culture Composites and Negative Behaviors in Healthcare Composites
Selected HSOPS
Composites
Teamwork Within
Units
Supervisor/Manager
Expectations & Actions
Promoting Patient Safety
Management Support
For Patient Safety
Communication
Openness
Teamwork Between
Units
Staffing
Response to
Error
Overall Patient
Safety Grade
*p < 0.05, **p < 0.01

Contributing Seriousness Frequency of
Uses
Factors
Aggression Aggression

Fear of
Retaliation

0.56**

-0.11

-0.45**

-0.37*

-0.32**

0.05

-0.27*

-0.02

-0.11

-0.18**

0.29**

0.05

-0.30**

-0.38*

-0.22**

0.27**

-0.05

-0.30**

-0.32

-0.26**

-0.12*

-0.06

0.02

-0.22

0.09

-0.23**

-0.12

0.14

0.15

0.18**

0.44**

-0.12

0.32**

-0.53**

0.49**

-0.45**

0.09

-0.19*

0.39*

-0.25**
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Table 3 Regression Coefficients

Teamwork
within unit
Supervisor/
Manager
Expectations &
Actions
Promoting
Patient Safety

Contributing
Factors
Fear of retaliation
Frequency of
Aggression
Contributing
Factors
Fear of retaliation
Frequency of
Aggression

N

Odds Ratio

95% CI

p

Model p

Model
R2

386

0.12

0.07, 0.22

< 0.001

< 0.001

0.23

289

3.71

2.11, 6.52

< 0.001

< 0.001

0.11

192

8.32

3.13, 22.13

< 0.001

< 0.001

0.18

386

0.88

0.49, 1.59

0.67

0.67

0.001

290

0.51

0.26, 1.01

0.06

0.05

0.02

193

2.69

1.05, 6.88

0.04

0.04

0.05

Contributing
380
2.28
1.49, 3.50
< 0.001
0.05
< 0.001
Factors
Management
Fear of retaliation
282
0.64
0.40, 1.01
0.07
0.07
0.02
Support For
Frequency of
Patient Safety
188
1.49
0.81, 2.73
0.20
0.20
0.01
Aggression
Contributing
384
2.28
1.32, 3.92
0.003
0.04
0.002
Factors
Communication
Fear of retaliation
287
0.69
0.31, 1.16
0.13
0.12
0.01
Openness
Frequency of
191
1.77
0.79, 3.95
0.16
0.17
0.02
Aggression
Contributing
378
0.49
0.26, 0.92
0.03
0.03
0.03
Factors
Teamwork
Fear of retaliation
284
1.40
0.70, 2.83
0.35
0.34
0.01
between units
Frequency of
190
0.49
0.19, 1.28
0.14
0.14
0.13
Aggression
Contributing
384
0.47
0.30, 0.76
0.002
0.04
< 0.001
Factors
Fear of retaliation
288
1.92
1.12, 3.32
0.02
0.03
Staffing
0.02
Frequency of
193
0.87
0.40, 1.90
0.72
0.72
0.72
Aggression
Contributing
385
0.33
0.21, 0.52
< 0.001
0.08
< 0.001
Factors
Response to
Fear of retaliation
289
3.96
2.21, 7.09
< 0.001
0.12
< 0.001
Error
Frequency of
193
0.42
0.21, 0.81
0.01
0.05
0.01
Aggression
Contributing
382
3.09
0.28, 34.35
0.36
0.34
0.03
Factors
287
37569182.39
0
1.00
0.15
0.03
Overall Patient Fear of retaliation
Safety Grade
Frequency of
191
25847597.49
0
1.00
0.20
0.08
Aggression
Results rounded to the nearest hundredth; N represents total number of participants included within that binary
regression.
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Table 4 Means (standard deviation) of Composite Scores from the NBHC by hospital type
Academic
Academic Community Community
N
M (SD)
N
M (SD)
NBHC Contributing Factors Scale
202
2.59 (0.71)
147
2.89 (0.74)
NBHC Seriousness Scale

53

2.94 (0.75)

20

3.10 (0.55)

NBHC Frequency of Aggression
Scale
NBHC Uses Aggression Scale

114

3.8 (0.92)

56

2.96 (0.85)

21

2.24 (0.44)

14

2.54 (0.88)

NBHC Fear of Retaliation Scale

155

2.65 (0.74)

108

2.50 (0.70)

Higher mean scores indicate higher incidence of contributing factors of negative behaviors,
seriousness of negative behaviors, frequency, use of aggression, and fear of retaliation
(individual scores range from 1-5).
Discussion
Exposure to contributing factors of negative behaviors among healthcare workers was
positively related to teamwork within units, while an inverse relationship existed between selfreported use of aggression and management response to error. Similar studies evaluating the
relationship between negative behaviors among healthcare workers, patient safety culture and
publicly reported mortality indicators (death in low mortality DRG [PSI 2], and death with
serious treatable condition [PSI 4]) are not available within the published literature. Although
extant studies exist demonstrating the relationship between teamwork and patient safety
outcomes23 and patient safety culture related to AHRQ Patient Safety Indicators are available24
none of the available studies examine the relationship between patient safety culture, negative
behaviors and patient outcomes. Thomas and Galla 25 suggest a collaborative care model as an
organizational structure with safety as a core value in addition to dedicated team training would
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be effective interventions in building and sustaining a culture of safety within a healthcare
system.
Singer, et al. 24established links between positive perceptions of patient safety culture and
lower incidences of selected AHRQ patient safety indicators. Schwappach and Richard 26
reported the link between negative experiences of healthcare workers with speaking up or
experiences with nonresponse from leadership following episodes of speaking up are strongly
correlated with further episodes of withholding voice. Results from the current study
complement these findings, specifically the association between reported exposure to
contributing factors of negative behaviors and teamwork within units, as well as the inverse
relationship between self-reported use of aggression and management response to error. As
leaders respond to error, use of aggression decreases based on the results of this study. Further
results supported as response to error increases frequency of negative behaviors increases. One
possible explanation for this finding includes experienced staff working with a newer leader
challenging authority to maintain what may be a less optimal unit culture, or staff working with
an inconsistent leader who does not always follow through on responding to error. Based on the
limited available research linking exposure to negative behaviors, patient safety culture and
publicly reported patient safety outcomes additional studies are necessary to further evaluate
these relationships and potential predictors of perceptions of patient safety culture based on
experiences are necessary. Consideration of incorporating a specific AHRQ HSOPS composite
related to healthcare worker exposure to negative behaviors within the workplace may provide
meaningful data to target future interventions.
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Two of the NBHC subscales had limited responses (seriousness, and use aggression); a
cross tabulation revealed that the majority of respondents who identified negative behaviors as
serious also reported a higher agreement with teamwork within the unit, acceptable (excellent,
very good, acceptable) and overall patient safety grade. However, those participants who
identified negative behaviors as serious also reported an increased disagreement with
supervisor/manager expectations and actions promoting patient safety, management support for
patient safety, communication openness, teamwork across units and staffing. Participants who
reported using aggression also agreed teamwork within the unit occurred, as well as an
acceptable overall patient safety grade. Participants who indicated using aggression also
disagreed with supervisor/manager expectations and actions promoting patient safety,
management support for patient safety, communication openness, teamwork across units,
staffing, and response to error.
In the wake of the Institute of Health Improvement (IHI) Quadruple Aim which includes
Joy in Work27 these results suggest continued assessment of negative behaviors among healthcare
workers may be helpful to hospital leaders in understanding perceptions of teamwork at the
microsystem level of the hospital unit. While IHI also suggests the importance of measuring
what matters in lieu of data collection for the sake of data collection27 refinement of existing
instruments may be necessary to minimize non-response by participants.
Participants working in community hospitals reported a high frequency of exposure to
contributing factors of negative behaviors, increased perception of seriousness of these behaviors
along with self-reporting an increased mean frequency of utilizing these behaviors. A
noteworthy difference between participants working at the academic center and community
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hospitals is a higher incidence of staff reporting utilizing negative behaviors. This
counterintuitive finding may be explained by underlying organizational culture and potential
psychological safety that may exist in a smaller community.
Specific limitations for this study included self-selection bias, non-response bias and
sampling error as the study sample may not be indicative of the population. Missing responses on
several items for multiple respondents required mean imputation for at least one HSOPS
composite or NBHC subscale. Reasons for the low response included administrative
inexperience in implementation of research studies at the selected study site, which impeded the
investigator’s ability to recruit subjects personally. Due to the nature of the study, the study site
requested the use of an unbiased third party to recruit enterprise staff. Moreover, the study site
did not permit incentives that were initially planned (token gift card drawing) for participation.
Another consideration is the possibility that the inclusion of multiple AHRQ HSOPS composites
contributed to non-response due to the overall length of the combined instruments and
demographic questions. Further, the limited sample size required collapsing response categories
into dichotomous variables, which potentially limited generalizability of results. Finally, during
the last portion of the data collection period, the study site was actively preparing for a potential
natural disaster (hurricane) thus displacing attention to the recruitment and voluntary completion
of this survey by the target population.
Despite existing limitations our results add a novel finding related to the correlations
identified between negative behavior in the workplace and perception of patient safety. Results
revealed a significant difference between academic hospital and community hospital between
death with serious treatable complications (PSI 4) performance and no difference between
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hospital types between death within low mortality DRGs (PSI 2) performances which could be
attributed to the infrequency of PSI 2 at both hospital types. Further studies evaluating the
differences between the academic setting and the community hospital setting for PSI 2 are
needed to further explain the reported differences as well as confirming a higher incidence of
exposure to negative behaviors, increased perception of seriousness of negative behaviors and
self-reported use of negative behaviors within community hospitals versus academic medical
centers.
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CONCLUSION
This dissertation consists of four manuscripts; an integrative review of
instruments measuring negative behaviors among healthcare workers utilizing the Leader
Member Exchange Antecedent and Consequences framework (LMX) (1) exploratory and
confirmatory factor analysis of the NBHC instrument (2) a quantitative analysis of the
initial administration of the NBHC instrument which includes a Professionalism
Taskforce intervention and a descriptive correlational cross-sectional study examining the
incidence of negative behaviors among healthcare workers on their perceptions of patient
safety culture and publicly reported mortality outcomes. The information presented
within this dissertation provides a new conceptual model for framing negative behaviors
among healthcare workers, considerations for defining and measuring these behaviors
and a foundational basis for future larger studies aimed at effective measurement of
behaviors and mitigation strategies.
The integrative review of validated published instruments included a total of 22
applicable instruments which met criteria for review. (2) Results from the integrative
review revealed a need for refinement of current instruments through multi-site studies,
further psychometric analysis of several existing instruments did not include factor
analysis to ensure validity,(3-15) and a need for researchers to transition to the use and
refinement of existing instruments in lieu of instrument development. Moreover, while
several instruments exist examining negative behaviors (10, 13) a systematic review
including psychometric properties and feasibility of administration was not available.

NB HW PSC 103
Finally, only two valid instruments measuring negative behaviors among members of the
healthcare team existed and neither measured frequency of negative behavior nor use of
negative behaviors within the work environment. (7, 14)
The subsequent psychometric analysis of the Negative Behaviors in Healthcare
Survey (NBHC) discussed results of an exploratory and confirmatory analysis which
confirmed internal consistency reliability for four of the five NBHC factors while
construct validity for all five factors was identified. (16) Further a conceptual framework
for measured behaviors among healthcare workers was developed. Two foundational
principles described within this model are included as behaviors increase from passive to
active forms, the intentionality of the behaviors also increases.(16)
The initial analysis of the NBHC administration provided a novel potential
intervention (Professionalism Taskforce) to mitigate negative behaviors within the
hospital environment aimed to evaluate effectiveness of a Professionalism Taskforce and
prevalence of negative behaviors across interdisciplinary groups. (17) Findings suggested
utilizing a Professionalism Taskforce to guide key strategies to elevate professionalism
significantly influenced healthcare worker beliefs about lateral and vertical aggression.
(17) Additionally, data from this study was utilized to complete the exploratory and
confirmatory factor analysis used to determine internal consistency reliability and
construct validity for the NBHC Survey.
The Negative Behaviors among Healthcare Professionals aimed at examining the
presence of negative behaviors within a healthcare system and the influence of these
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behaviors among healthcare professionals on perceptions on patient safety culture and
publicly reported mortality outcomes. Results indicated exposure to contributing factors
of negative behaviors were moderately correlated with participants’ perceptions
teamwork within units, management response to error and overall patient safety grade.
Moderate correlations existed between use of aggression and fear of retaliations with
management response to error, while significant differences existed between outcomes
for death with serious complications (PSI 4) between the community hospitals and the
academic hospital. Finally, exposure to contributing factors of negative behaviors
significantly predicted six of the HSOPS composites while fear of retaliation
significantly predicted five HSOPS composites and frequency of aggression significantly
predicted two HSOPS composites.
Implications
The results of this dissertation highlight several implications for researchers and
healthcare leaders related to the measurement of negative behaviors among healthcare
professionals, including the identification of several predictors of perceptions of patient
safety culture, as well as an effective strategy for reducing negative behaviors among
healthcare professionals. The integrative review highlighted feasibility and psychometric
properties of existing instruments to measure negative behaviors while the NBHC
psychometric analysis added an additional valid reliable instrument to the small group of
existing validated instruments measuring behaviors among healthcare professionals with
the novel perspective of measuring fear of retaliation, and use of

NB HW PSC 105
aggression. (16) The formative quantitative analysis described results for the initial
administration of the NBHC survey as well as suggesting an effective strategy for
reducing perceptions of lateral and vertical aggression. (17)
Results from the current study indicate implications for hospital operational and
quality leaders to be aware of the relationship between exposure to contributing factors,
fear of retaliation, and frequency of negative behaviors and selected composites of
AHRQ Hospital Patient Safety Culture Survey. These findings are also important for
researchers in the development of future studies aimed at designing and testing of future
interventions to decrease negative behaviors among healthcare professionals and increase
perceptions of patient safety culture. While the hallmarks of a culture of patient safety
include a blame free environment focused on identifying the problem versus the
individual(s) who may have contributed to the error which today does not specifically
address minimizing negative behaviors among healthcare professionals. While surrogate
measures such as team work within and between units are included, teamwork may exist
in presence of more passive negative behaviors thus potentially eroding an organizational
culture. This dissertation is important for researchers and managers related to
measurement of negative behaviors, as it identifies predictors related to patient safety
culture, and provides strategies for reducing negative behaviors among healthcare
behaviors. The integrative review highlighted feasibility and psychometric properties of
existing instruments to measure negative behaviors while the NBHC psychometric
analysis added an additional valid reliable instrument to the small group of existing
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validated instruments measuring behaviors among healthcare professionals with the novel
perspective of measuring fear of retaliation, and use of aggression. (16) The formative
quantitative analysis described results for the initial administration of the NBHC survey
as well as suggesting an effective strategy for reducing perceptions of lateral and vertical
aggression. (17) Based on the findings of this dissertation consideration should be given
to the inclusion of measuring the incidence of negative behaviors in conjunction with
patient safety culture.
Strategies to minimize and eliminate negative behaviors among healthcare
professionals deserves consideration as an additional important metric for inclusion when
assessing patient safety culture. Negative behaviors among healthcare professionals have
been proven to increase patient harm including medication errors, patient falls, and
delays in treatment (19, 20), and have been linked to increased mortality. (21-25)
Moreover, negative behaviors decrease healthcare professionals’ morale and job
satisfaction, decrease productivity and increase employee turnover. (21) Positive
perceptions of patient safety culture are proven to decrease adverse events for patients.
(26, 27) These adverse outcomes associated with increased prevalence of negative
behaviors and decreased perceptions of patient safety culture have inspired policy
development and position statements from many national professional organizations (28)
as well as regulatory bodies. (29) While these policies and position statements are a
foundation for organizational leaders to be utilized when developing local policy
establishing a culture of safety in conjunction with policies to minimize and effectively
handle negative behaviors is an important next step. It is important to note that policies to
address negative behaviors are ineffective without enforcement. (13)
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Future Research
Future research based on this dissertation work should include evaluating
effectiveness and enforcement of local organizational policies aimed at management of
negative behaviors and strategies to decrease negative behaviors and increase
perceptions of patient safety culture to improve patient outcomes. Also, additional
opportunities to examine inclusion of negative behaviors as a component of measuring an
overall culture of safety is another area of potential future study. Several established
interventions exist to address negative behavior including formal policies, educational
interventions related to conflict management and teamwork as well as leader
interventions, and multidisciplinary meetings focused on addressing behaviors. (17, 30)
Interventions focused on simultaneously improving a culture of safety while decreasing
negative behaviors are worth exploring based on results presented within this dissertation.
Summary
Significant evidence exists to demonstrate the influence of negative behaviors on
patient outcomes as well as the influence of positive perceptions of safety culture on
patient outcomes. The four manuscripts in this dissertation examine existing instruments
to measure negative behaviors, provide an additional valid and reliable instrument to
measure negative behaviors among healthcare professionals as well as establish a
number of predictors of perceptions of patient safety culture utilizing three subscales of
the NBHC Survey (contributing factors, frequency of aggression, and fear of retaliation).
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This dissertation has provided a foundation for the need to consider measuring negative
behaviors among healthcare professionals and perceptions of patient safety culture in tandem,
as well as consideration for development and testing of innovative interventions aimed at
decreasing the prevalence of negative behaviors and improving patient safety culture.
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APPENDIX B. Recruitment and Training Materials used in Dissertation Study
Recruitment flyer and same format used for postcards

122

NB HW PSC 118

Study Orientation for research interns completing recruitment
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APPENDIX C. Instruments utilized in Dissertation Study SOPSTM Hospital Survey Items
and Composites Version: 1.0 Language: English
Hospital Survey on Patient Safety Culture: Items and Composites In this
document, the items in the Hospital Survey on Patient Safety Culture are
grouped according to the safety culture composites they are intended to
measure. The item’s survey location is shown to the left of each item.
Negatively worded items are indicated.
Note: Negatively worded questions should be reverse coded when calculating percent
“positive” response, means, and composites.
1.Teamwork Within Units
(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree) A1.
People support one another in this unit.
A3. When a lot of work needs to be done quickly, we work together as a team
to get the work done. A4. In this unit, people treat each other with respect.
A11. When one area in this unit gets really busy, others help out.
2. Supervisor/Manager Expectations & Actions Promoting Patient Safety1
(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree)
B1. My supervisor/manager says a good word when he/she sees a job done according
to established patient safety procedures.
B2. My supervisor/manager seriously considers staff suggestions for improving patient
safety.
B3. Whenever pressure builds up, my supervisor/manager wants us to work faster,
even if it means taking shortcuts. (negatively worded)
B4. My supervisor/manager overlooks patient safety problems that happen over and over.
(negatively worded)
3. Management Support for Patient Safety
(Strongly Disagree, Disagree, Neither Agree nor Disagree,
Agree, Strongly Agree) F1. Hospital management
provides a work climate that promotes patient safety.
F8. The actions of hospital management show that patient safety is a top priority.
F9. Hospital management seems interested in patient safety only after an adverse event
happens. (negatively worded)
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4. Communication Openness
(Never, Rarely, Sometimes, Most of the time, Always)
C2. Staff will freely speak up if they see something that may negatively affect patient care.
C4. Staff feel free to question the decisions or actions of those with more authority. C6.
Staff are afraid to ask questions when something does not seem right. (negatively worded)
5. Teamwork Across Units
(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree) F4.
There is good cooperation among hospital units that need to work together.
F10. Hospital units work well together to provide the best care for patients. F2. Hospital
units do not coordinate well with each other. (negatively worded)
F6. It is often unpleasant to work with staff from other hospital units. (negatively worded)
6. Staffing
(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree) A2.
We have enough staff to handle the workload.
A5. Staff in this unit work longer hours than is best for patient care. (negatively worded)
A7. We use more agency/temporary staff than is best for patient care. (negatively
worded)
A14. We work in "crisis mode" trying to do too much, too quickly. (negatively worded)
Note: Negatively worded questions should be reverse coded when calculating percent
“positive” response, means, and composites.
7. Nonpunitive Response to Errors
(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree) A8.
Staff feel like their mistakes are held against them. (negatively worded)
A12. When an event is reported, it feels like the person is being written up, not the
problem. (negatively worded)
A16. Staff worry that mistakes they make are kept in their personnel file. (negatively
worded)
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8. Patient Safety Grade
(Excellent, Very Good, Acceptable, Poor, Failing)
E1. Please give your work area/unit in this hospital an overall grade on patient safety.
1

Adapted from Zohar (2000). A group-level model of safety climate: Testing the effect of
group climate on microaccidents in manufacturing jobs. Journal of Applied Psychology,
(85) 4, 587-596.

Negative Behaviors in Health Care Survey (NBHC)
The following information is provided to assist you in completing the survey by
increasing your understanding of lateral and vertical aggression in health care.
Colleague: a fellow worker or member of a team, staff, department or profession
Lateral Aggression and Vertical Aggression are forms of colleague-on-colleague verbal
and nonverbal behaviors that inflict psychological pain.
Lateral aggression occurs between colleagues at the same power level within healthcare
(e.g., staff RN to staff RN; resident MD to resident MD).
Vertical aggression occurs between colleagues at different power levels within health
care. It may be directed downwards (abuse of legitimate authority; e.g., manager to
subordinate; attending MD to resident MD) or upwards (abuse of informal power; e.g.,
subordinate to manager)
Examples of negative behaviors in health care:
Disruptive or inappropriate behaviors such as eye rolling and other nonverbal messages,
rude remarks, name- calling, condescending communication, infighting, deliberately not
helping team members, not passing along important information, deliberately setting
someone up to fail/get in trouble/look bad, talking behind a coworker's back, spreading
rumors, scapegoating, breaking a confidence, excluding, silent treatment, not responding
to questions/comments/pages, hanging up phone abruptly before problem is resolved,
criticizing excessively, cyber abuse, making unfair assignments, withholding
opportunities.
Please choose the response that fits best for you: CONTRIBUTING FACTORS These
factors contribute to lateral and/or vertical aggression in my work area:
1)

Rude behavior (agree, strongly agree, disagree, disagree strongly)

2)

Major personality clashes (agree, strongly agree, disagree, disagree strongly)

3)

Power and control issues (agree, strongly agree, disagree, disagree strongly)
126
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Inadequate staff/resources to handle the workload (agree, strongly agree, disagree,
disagree strongly)
4)

Job stress leading to loss of control over behavior (agree, strongly agree, disagree,
disagree strongly)

5)

Misunderstandings related to cultural differences (agree, strongly agree, disagree,
disagree strongly)

6)

Targeted person not willing to stand up to perpetrator (agree, strongly agree,
disagree, disagree strongly)

7)

Leaders not willing to intervene (agree, strongly agree, disagree, disagree strongly)

8)

Peers not willing to intervene (agree, strongly agree, disagree, disagree strongly)

FREQUENCY
Experience with LATERAL aggression (between peers at the same level in health care) in
my work area:
9)

I observe lateral aggression (daily, weekly, monthly, rarely, never)

10) I am the recipient of lateral aggression (daily, weekly, monthly, rarely, never)
11) I use lateral violence aggression (daily, weekly, monthly, rarely, never)
Experience with VERTICAL aggression (between team members at different levels
within health care) in my work area:
12) I observe vertical aggression directed downward from health care professionals in
leadership positions (daily, weekly, monthly, rarely, never)
13) I am the recipient of vertical aggression directed downward (daily, weekly, monthly,
rarely, never)
14) I use vertical aggression directed downward (daily, weekly, monthly, rarely, never)
15) I use vertical aggression directed upwards (daily, weekly, monthly, rarely, never)
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SERIOUSNESS
Degree of seriousness of LATERAL aggression (between colleagues at same level within
health care) in my work area:
16) Lateral aggression toward health care professional peers (very serious, serious,
somewhat serious, not serious)
17) Lateral aggression toward new health care professionals (very serious, serious,
somewhat serious, not serious)
Degree of seriousness of VERTICAL aggression (between colleagues at different levels
within health care) in my work area:
18) Vertical aggression directed downward (very serious, serious, somewhat serious, not
serious)
19) Vertical aggression directed upward (very serious, serious, somewhat serious, not
serious)
Degree of seriousness in comparison with other job-related stressors:
20) Compared to other job-related stressors, lateral aggression is (very serious, serious,
somewhat serious, not serious)
21) Compared to other job-related stressors, vertical aggression is (very serious, serious,
somewhat serious, not serious)
FEAR OF RETALIATION
22) I feel safe from retaliation when reporting an episode of lateral aggression (agree
strongly, agree, disagree, disagree strongly)
23) I feel safe from retaliation when reporting an episode of vertical aggression directed
downward (agree strongly, agree, disagree, disagree strongly)
24) I feel safe from retaliation when reporting an episode of vertical aggression directed
upward (agree strongly, agree, disagree, disagree strongly)
DEMOGRAPHIC INFORMATION
25) This is the first survey I have taken regarding lateral and vertical aggression in health
care (Yes, No)
128
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26) Gender (Female, Male)
27) Age
28) Race (White, Black or African-American American, Indian or Alaska Native, Asian
Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, Other Asian, Native
Hawaiian, Guamanian or Chamorro, Samoan, Other Pacific Islander)
29) Ethnicity (No, not of Hispanic, Latino/a, or Spanish origin Yes, Mexican, Mexican
American or Chicano/a Yes, Puerto Rican, Yes, Cuban, Yes, another Hispanic,
Latino/a, or Spanish origin)
30) Terminal degree (check all that apply) (High School Diploma, Assoc Degree, BS,
BSN, BA, NP, MS, MSN, Med, MPH, OTR, PharmD, DrPH, DNP, DNS, DO, DPT,
MD, PhD, Other)
31) Years of experience in health care (< 1, 1-5, 6-15, 16-30, >30)
32) Field/Position (Child Life, Information Technology, Medicine, Nursing, Nutrition,
Occupational Therapy, Pharmacy, Physician Assistant, Physical Therapy, Radiology
Technology, Respiratory Therapy, Social Work, Speech Pathology, Other)
33) Position (if applicable) (Licensed professional, Technician, Assistant)
34) Position (if applicable) (Manager, Staff)
35) Position (if applicable) (Resident, Fellow, Faculty physician)
36) Years of experience in this job category (< 1, 1-5, 6-15, 16-30, >30)
37) Area of Practice (Administration/Leadership, Ambulatory care/Outpatient, Critical
care, Education, Emergency department Hospital float pool/Central Staffing,
Inpatient Medical/surgical, OB/GYN, Pediatrics Perioperative, Procedure
area/nonOR (e.g. Cath lab, Vascular Radiology, GI Lab, etc), Behavioral
Health/Psychiatry,
Information Systems, Nutrition, Other (Clinical Nurse Specialists, Quality Nurse
Specialist)
38) I had the following educational training to manage negative behaviors in health care
(check all that apply) (Training in college program, Training offered by employer,
Professional conference, Online class, Other self learning, No training received)
39) I left a health care position because of lateral aggression (Yes, No)
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40) I left a health care position because of vertical aggression (Yes, No
41) Is there an incident of negative behavior which occurred which happened to you
recently within your work environment which you are willing to share? (Yes, No, Do
not wish to respond)
Recent incident:
42) Do you think something can be done within your work area to decrease episodes of
negative behaviors among members of the healthcare team? (Yes, No, Do not wish
to respond) This can be done:
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Springer, the publisher of the Journal of Nursing Measurement does allow authors to
archive accepted papers (In Press) in their institutional repositories as part of a
Dissertation provided that you acknowledge the journal and Springer Publishing Company
as publisher and copyright holder.
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Please let me know if you have other questions.
With kind regards,
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permission so I wanted to request permission for inclusion of this article within my
dissertation.
Many Thanks,
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Your manuscript has been accepted for publication in Journal of Nursing Measurement.
It was accepted on Jul 15, 2018.
Comments from the Editor can be found below for your information.
Congratulations. Thank you for considering this journal for the publication of your
scholarly work.
With kind regards,
Janice L. Hinkle, PhD, RN, CNRN
Editor in Chief
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displayed by the Wiley Materials. You may not license, rent, sell, loan, lease, pledge,
offer as security, transfer or assign the Wiley Materials on a stand-alone basis, or any
of the rights granted to you hereunder to any other person.
The Wiley Materials and all of the intellectual property rights therein shall at all times
remain the exclusive property of John Wiley & Sons Inc, the Wiley Companies, or
their respective licensors, and your interest therein is only that of having possession
of and the right to reproduce the Wiley Materials pursuant to Section 2 herein during
the continuance of this Agreement. You agree that you own no right, title or interest
in or to the Wiley Materials or any of the intellectual property rights therein. You
shall have no rights hereunder other than the license as provided for above in Section
2. No right, license or interest to any trademark, trade name, service mark or other
branding ("Marks") of WILEY or its licensors is granted hereunder, and you agree
that you shall not assert any such right, license or interest with respect thereto
NEITHER WILEY NOR ITS LICENSORS MAKES ANY WARRANTY OR
REPRESENTATION OF ANY KIND TO YOU OR ANY THIRD PARTY,
EXPRESS, IMPLIED OR STATUTORY, WITH RESPECT TO THE MATERIALS
OR THE ACCURACY OF ANY INFORMATION CONTAINED IN THE
MATERIALS, INCLUDING, WITHOUT LIMITATION, ANY IMPLIED
WARRANTY OF MERCHANTABILITY, ACCURACY, SATISFACTORY
QUALITY, FITNESS FOR A PARTICULAR PURPOSE, USABILITY,
INTEGRATION OR NON-INFRINGEMENT AND ALL SUCH WARRANTIES
ARE HEREBY EXCLUDED BY WILEY AND ITS LICENSORS AND WAIVED
BY YOU.
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WILEY shall have the right to terminate this Agreement immediately upon breach of this
Agreement by you.
You shall indemnify, defend and hold harmless WILEY, its Licensors and their respective
directors, officers, agents and employees, from and against any actual or threatened
claims, demands, causes of action or proceedings arising from any breach of this
Agreement by you.
IN NO EVENT SHALL WILEY OR ITS LICENSORS BE LIABLE TO YOU OR ANY
OTHER PARTY OR ANY OTHER PERSON OR ENTITY FOR ANY SPECIAL,
CONSEQUENTIAL, INCIDENTAL, INDIRECT, EXEMPLARY OR PUNITIVE
DAMAGES, HOWEVER CAUSED, ARISING OUT OF OR IN CONNECTION
WITH THE DOWNLOADING, PROVISIONING, VIEWING OR USE OF THE
MATERIALS REGARDLESS OF THE FORM OF ACTION, WHETHER FOR
BREACH OF CONTRACT, BREACH OF WARRANTY, TORT, NEGLIGENCE,
INFRINGEMENT OR OTHERWISE (INCLUDING, WITHOUT LIMITATION,
DAMAGES BASED ON LOSS OF PROFITS, DATA, FILES, USE, BUSINESS
OPPORTUNITY OR CLAIMS OF THIRD PARTIES), AND WHETHER OR NOT
THE PARTY HAS BEEN ADVISED OF THE POSSIBILITY OF SUCH
DAMAGES. THIS LIMITATION SHALL APPLY NOTWITHSTANDING ANY
FAILURE OF ESSENTIAL PURPOSE OF ANY LIMITED REMEDY PROVIDED
HEREIN.
Should any provision of this Agreement be held by a court of competent jurisdiction to be
illegal, invalid, or unenforceable, that provision shall be deemed amended to achieve
as nearly as possible the same economic effect as the original provision, and the
legality, validity and enforceability of the remaining provisions of this Agreement
shall not be affected or impaired thereby.
The failure of either party to enforce any term or condition of this Agreement shall not
constitute a waiver of either party's right to enforce each and every term and
condition of this Agreement. No breach under this agreement shall be deemed
waived or excused by either party unless such waiver or consent is in writing signed
by the party granting such waiver or consent. The waiver by or consent of a party to
a breach of any provision of this Agreement shall not operate or be construed as a
waiver of or consent to any other or subsequent breach by such other party.
This Agreement may not be assigned (including by operation of law or otherwise) by you
without WILEY's prior written consent.
Any fee required for this permission shall be non-refundable after thirty (30) days from
receipt by the CCC.
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These terms and conditions together with CCC's Billing and Payment terms and
conditions (which are incorporated herein) form the entire agreement between you
and WILEY concerning this licensing transaction and (in the absence of fraud)
supersedes all prior agreements and representations of the parties, oral or written.
This Agreement may not be amended except in writing signed by both parties. This
Agreement shall be binding upon and inure to the benefit of the parties' successors,
legal representatives, and authorized assigns.
In the event of any conflict between your obligations established by these terms and
conditions and those established by CCC's Billing and Payment terms and
conditions, these terms and conditions shall prevail.
WILEY expressly reserves all rights not specifically granted in the combination of (i) the
license details provided by you and accepted in the course of this licensing
transaction, (ii) these terms and conditions and (iii) CCC's Billing and Payment terms
and conditions.
This Agreement will be void if the Type of Use, Format, Circulation, or Requestor Type
was misrepresented during the licensing process.
This Agreement shall be governed by and construed in accordance with the laws of the
State of New York, USA, without regards to such state's conflict of law rules. Any
legal action, suit or proceeding arising out of or relating to these Terms and
Conditions or the breach thereof shall be instituted in a court of competent
jurisdiction in New York County in the State of New York in the United States of
America and each party hereby consents and submits to the personal jurisdiction of
such court, waives any objection to venue in such court and consents to service of
process by registered or certified mail, return receipt requested, at the last known
address of such party.
WILEY OPEN ACCESS TERMS AND CONDITIONS
Wiley Publishes Open Access Articles in fully Open Access Journals and in Subscription
journals offering Online Open. Although most of the fully Open Access journals
publish open access articles under the terms of the Creative Commons Attribution
(CC BY) License only, the subscription journals and a few of the Open Access
Journals offer a choice of Creative Commons Licenses. The license type is clearly
identified on the article.
The Creative Commons Attribution License
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The Creative Commons Attribution License (CC-BY) allows users to copy, distribute and
transmit an article, adapt the article and make commercial use of the article. The
CCBY license permits commercial and nonCreative Commons Attribution Non-Commercial License
The Creative Commons Attribution Non-Commercial (CC-BY-NC)License permits use,
distribution and reproduction in any medium, provided the original work is properly
cited and is not used for commercial purposes.(see below)
Creative Commons Attribution-Non-Commercial-NoDerivs License
The Creative Commons Attribution Non-Commercial-NoDerivs License (CC-BYNCND) permits use, distribution and reproduction in any medium, provided the
original work is properly cited, is not used for commercial purposes and no
modifications or adaptations are made. (see below)
Use by commercial "for-profit" organizations
Use of Wiley Open Access articles for commercial, promotional, or marketing purposes
requires further explicit permission from Wiley and will be subject to a fee.
Further details can be found on Wiley Online Library
http://olabout.wiley.com/WileyCDA/Section/id-410895.html

138

